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Bernard, R.: Cancer of the Floor of the Mouth In- 
vading the Maxilla Treated by Morestin’s 
Operation, Partial Resection of the Inferior 
Maxilla (Cancer du plancher de la bouche ayant 
envahi le maxillaire traité chirurgicalement par 
Vopération de Morestin, résection partielle du 
maxillaire inférieur). Bull. et mém. Soc. nat. de 
chir., 1928, liv, 1101. 

The patient whose case is reported was a man 
fifty-seven years of age. The ulceration had not 
affected the tip of the tongue. Laterally, it had ex- 
tended beyond the canine teeth, and anteriorly it 
had advanced to the alveoli of the incisors without, 
however, reaching the gingivolabial fold of mucosa. 
Biopsy showed the lesion to be an epithelioma with 
epithelial pearl formation. 

Treatment by intrabuccal radium apparatus was 
impossible as it would have caused a radium necrosis. 
The deep layers of the floor of the mouth being in- 
tact, the Morestin operation was performed, the in- 
vaded maxilla, the floor of the mouth, and the under 
surface of the tongue being removed in a single piece. 
The mucosa was then sutured so as to form a cover- 
ing for the tongue. The floor of the mouth was left to 
be covered by secondary intention as it was neces- 
sary to keep the tongue mobile. The lateral edges 
of the maxilla were covered by gingivogingival 
sutures. 

Five months after this operation the inframaxil- 
lary glands were palpable on both sides and com- 
plete bilateral ablation of these glands was done. 
Healing took place in twelve days. The removed 
glands were found to be cancerous. 

Seven months after the operation the patient 
seemed to have recovered. Phonation was relatively 
good and the esthetic result and mastication even 
of solid foods were excellent. 

Infralingual cancer with invasion of the floor of 
the mouth is peculiarly malignant, resulting in early 
and extensive invasion of the glands. On account of 
the median situation of the lesion, its propagation is 
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nearly always bilateral. In nearly all cases the infe- 
rior maxilla is involved. The glands should be re- 
moved fifteen days after the first operation. Irradia- 
tion by means of molded apparatus applied directly 
to the floor of the mouth has given good results, but 
is associated with considerable risk of osteonecrosis 
and infection. PACE. 


Bérard and Creyssel: Eighteen Cases of Cancer of 
the Parotid (Sur 18 observations du cancer de la 
parotide). Lyon chir., 1928, xxv, 591. 


Since 1914 the authors have treated twenty-nine 
malignant lesions of the parotid region. Of these, 
they discuss eighteen which seemed to have origi- 
nated in the gland itself. Twelve of the patients 
were men. Only two were under fifty years of age 
and one of these was under forty. Eight were be- 
tween fifty and sixty years of age and five between 
sixty and eighty-five years of age. In five cases the 
malignant lesion was preceded by a mixed tumor of 
the gland. The length of time the mixed tumor had 
been present ranged from eight to twenty years. In 
four cases the mixed tumor had been operated upon, 
and in some of them it had been operated upon 
repeatedly. This observation shows the necessity of 
removing benign tumors of the parotid very freely 
if they are operated upon and of supplementing the 
operation with the use of physical agents. 

Most of the malignant lesions were epitheliomata. 
The epitheliomata were glandular, more or less 
atypical, and of the malpighian and branchial types. 
Such tumors are very often the result of degenera- 
tion of embryonic branchial inclusions, this fact 
explaining the presence of ectodermic, mesodermic, 
and endodermic tumors with their different varieties. 
In the cases reviewed there was only one sarcoma. 
Facial paralysis was rare even in advanced cases. 

Two patients who were treated in 1927 are 
omitted from consideration because they have not 
been under observation for a sufficient length of 
time. Of the remaining sixteen, three could be given 
only palliative treatment and died from one to six 








months later. Of thirteen patients treated three, 
four, or five years ago, five are still living. Nearly all 
of the eight others died less than a year after the 
treatment. 

There seems to be no difference in the prognosis 
of the different anatomical forms of malignant 
lesions of the parotid. 

The most satisfactory treatment seems to be the 
combination of surgery with the use of physical 
agents. This gives better results than surgery alone 
even when the operation includes bone resection. 

PACE. 


EYE 


Moore, R. F.: Caterpillar Hair Ophthalmitis 
(Ophthalmia Nodosa). Brit.J.Ophth., 1929, xiii, 57. 


A twelve-year-old boy was seen by the author two 
weeks after a playmate had struck him in the right 
eye with a caterpillar which the patient described as 
a “‘woolly bear.” The eye was intensely inflamed 
and the anterior chamber was one-quarter full of 
pus. The cornea did not stain and the pupil dilated 
freely. In spite of marked photophobia, three hairs 
deeply embedded in the cornea were visible. An 
incision in the cornea to remove them rendered them 
invisible. No hairs were seen in the conjunctiva, and 
no nodules appeared at any time. 

Over a period of five weeks there was gradual im- 
provement, the hypopyon disappeared, and the 
vitreous opacities decreased. Slit-lamp examination 
revealed many more hairs, but no barbs could be 
made out. 

Three and a half months later the eye was white 
and vision was 6/6. 

According to Lawford, there is usually marked 
immediate improvement followed by the recur- 
rence of severe inflammation in a few weeks. Typical 
gray or yellowish nodules from 1 to 2 mm. in diam- 
eter occur in the ocular conjunctiva. Serious im- 
pairment of vision may result, but in none of the 
eight cases reviewed was the eye lost. 

SAMUEL A. Durr, M.D. 


Ling, W. P.: Interstitial Keratitis with Unusually 
Marked Chorioretinitis: Pathologico-Anatomi- 
cal Examination of a Case. Arch. Ophth., 1929, i 
207. 


The case reported was that of a fourteen-year-old 
boy who undoubtedly had congenital lues. As a 
Mantoux test was positive, tuberculosis may also 
have been a factor in the eye condition. Only the 
left eye was intensely inflamed. Enucleation was 
done as specific treatment failed to cause improve- 
ment. 

In the pathological examination of the removed 
eye neither spirochetes nor tubercle bacilli could be 
found. The corneal changes were unusual, all of the 
layers being involved. Bowman’s membrane was 
preserved, but very irregular in thickness. Only a 
small number of lymphocytes were seen in the 
cornea; these were found along the course of newly 
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formed blood vessels. The nodules in the cornea 
were composed of proliferated fixed corneal cells. 
The cornea showed no indication of even early scar 
formation in spite of the fact that the disease had 
been present for a year. The region of Schlemm’s 
canal was densely infiltrated with lymphocytes. 

In the anterior chamber there was a connective 
tissue membrane apparently attached to the pos- 
terior surface of the cornea. This may have repre- 
sented the glass membrane seen clinically in other 
cases. In the area in which it was found the corneal 
endothelium was absent, a finding which supports 
Watanabe’s theory of the origin of the membrane. 
The vitreous was practically normal, but on the pars 
plana of the ciliary body there were lymphocytic 
nodules. Extensive changes were noted in the cho- 
roid, chiefly in the outer layers. In many places they 
extended through the lamina vitrea without any 
obvious break in the latter. The oldest lesions were 
in the posterior part of the choroid. 

The retina also was involved, chiefly just over the 
choroidal foci. The rods and cones were practically 
gone, the two nuclear and ganglion cell layers were 
atrophied, and there was considerable perivascular 
lymphocytic infiltration. No proliferation of the 
vascular endothelium was noted. Both choroid and 
retina were most affected in the area around the 
optic nerve. There was marked infiltration in the 
arachnoid. 

No changes typical of acquired syphilis were 
found. The sclera was affected by the corneal and 
choroidal lesions. The corneal and_ choroidal 
changes had probably occurred simultaneously. 
There was no evidence of an exudate between the 
retina and choroid. SamueL A, Durr, M.D. 


Morton, H. MclI.: Intracapsular Extraction with- 
out Iridectomy. Am. J. Ophth., 1929, xii, go. 


A brief sketch of the history of intracapsular 
extraction of cataracts is given. The author believes 
that a round pupil is essential for an ideal cataract 
operation. In his last twenty-six intracapsular 
extractions, he performed an iridectomy only once. 
In the twenty-five cases without an iridectomy the 
visual results were good. In eighteen, the pupils 
were perfectly round. In seven, there was iris in- 
carceration, but this seemed to have little effect 
upon the vision. 

In the author’s technique, an 8 per cent cocaine 
solution with adrenalin is instilled four times, the 
lashes are cut, the conjunctival sac is irrigated with 
a 1:10,000 solution of bichloride of mercury, and 
the conjunctiva is mechanically cleaned by vigorous 
rubbing with cotton soaked in the same solution. 
Further irrigation is then done with sterile water. 
The pupil is dilated by atropine unless there is in- 
creased tension. The lids are controlled with a 
speculum. The unmutilated iris helps materially to 
restrain vitreous prolapse, but if prolapse occurs the 
lids are immediately closed. The bandage is left on 
for from six to eight days unless the eye becomes 
painful. SaMUEL A. Durr, M.D. 











EAR 


Josephson, E. M.: Vascular Changes in Chronic 
Progressive Deafness. Laryngoscope, 1929, XXxix, 
40. 

In cases of chronic progressive deafness the author 
has noted a constant injection of the drum due to 
dilatation of the manubrial and tympanic plexuses 
singly or together. He believes that such vascular 
changes in the external auditory canal indicate sim- 
ilar vascular changes in the capsule of the inner ear. 

GeorcE R. McAuttrr, M.D. 


Smith, C. H.: The Modified Radical Operation on 
the Mastoid. Arch. Otolaryngol., 1929, ix, 135. 


The modified radical operation on the mastoid is 
indicated particularly in cases of chronic otitis with 
small perforations in the upper part of the drum and 
relatively good hearing. It may be performed also 
in those with good hearing on the affected side and 
nearly total loss of hearing on the opposite side. In 
cases of the former type and in many cases of the 
latter type a dry ear with cicatrization and at least 
conservation of hearing may be expected. Another 
advantage of the operation is accelerated healing. 

The author cites the experience of various surgeons 
with the modified radical operation and reports 
several of his own cases in which it was performed. 

W. M. Parton, M.D. 


NOSE AND SINUSES 


Fraser, R. H.: Diagnostic Uses of Lipiodol in the 
Paranasal Sinuses. Radiology, 1929, xii, 6. 


The author has found examination of the para- 
nasal sinuses with the aid of lipiodol introduced by 
injection or ‘‘suffusion”’ of great value, especially in 
baffling rhinological cases. He describes the tech- 
nique used in introducing the oil and in making the 
roentgenographic study, and illustrates the types of 
problems suitable for investigation with iodized oil 
by reporting four cases in some detail. 

The method is of value for the following purposes: 

1. To rule out sinuses which are cloudy to trans- 
illumination and primary roentgen-ray examination 
solely because of anatomical peculiarities. 

2. To determine which sinuses are affected and 
which unaffected by a pathological process. 

3. To reveal extension to the sinuses of neighbor- 
hood inflammation or malignancy. 

4. To determine the effect of conservative treat- 
ment over a period of time. 

5. To determine what grades of anatomical change 
in the various inflammations are capable of resolu- 
tion without radical surgery. 

6. To determine the type of operation indicated 
and the direction of approach and the drainage. 

7. To determine the site of the pathological tissue 
which is to be removed and the site of attachment of 
polypi. 

8. To check the success of preceding surgical pro- 
cedures. 
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9. To determine the cause of chronic symptoms 
following operation. 

From the purely roentgenographic point of view 
the method is of value because it reveals beginning 
changes earlier than other methods, reveals soft tis- 
sue growth, multiplies the number or extent of sepa- 
ration lines so that they may be interpreted, and re- 
veals the thickness as well as densities. 

Apo.peu Hartunc, M.D. 


MOUTH 


Figi, F. A., and Harrington, S. W.: A Dermoid Cyst 
of the Floor of the Mouth; Report of a Case. 
Surg. Clin. N. Am., 1929, ix, 89. 


True dermoid cysts are rare in the mouth although 
they occur frequently in other parts of the body. 
They are believed to be of congenital origin but often 
do not become evident until early adult life. The 
patient with a dermoid cyst of the mouth may be 
unaware of its presence until it interferes with 
speech or becomes large enough to cause a visible 
submaxillary swelling. 

The differential diagnosis frequently depends 
upon microscopic examination although ranule and 
mucous cysts have thin, glistening walls and a 
bluish appearance whereas the wall of the dermoid 
cyst is thick and often pits on pressure. The treat- 
ment of dermoid cysts is complete excision. 

The authors report the case of a boy fifteen 
months old who had a dermoid cyst beneath the 
tongue and a sinus beneath the chin from which a 
thick creamy material was readily expressed. 
Physical examination was otherwise essentially 
negative. The cyst was removed through an extra- 
oral incision without rupture of the mucous mem- 
brane of the mouth or of the cyst. Recovery was 
uneventful. Cuarces W. FREEMAN, M.D, 


PHARYNX 


Dunn, L. S.: Tumors Benign and Malignant of the 
Tonsil and Peritonsillar Area. Laryngoscope, 
1929, XXXix, 16. 

Dunn states that primary malignancy of the tonsil 
and peritonsillar area is not as uncommon as it was 
formerly believed to be. An early diagnosis is impor- 
tant. A tonsillar or peritonsillar mass should never 
be punctured when symptoms of tonsillar or peri- 
tonsillar infection are absent, and biopsy should 
never be done in what are believed to be borderline 
cases. Biopsy specimens should be removed with the 
cautery instead of the cold knife. When the laryngol- 
ogist is unable to make a diagnosis he should consult 
a surgical pathologist. When the diagnosis then re- 
mains doubtful, he should refer the patient to a 
roentgenologist. James C. Braswe.t, M.D. 


Trotter, W.: Operations for Malignant Disease of 
the Pharynx. Brit. J. Surg., 1929, xvi, 485. 

Epitheliomata occurring in the laryngeal portion 

of the pharynx may be classified into the following 
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four well-defined groups, for each of which a special 
type of operation is necessary: 

1. Superior group—growths of the epiglottis or 
the glosso-epiglottic fossa. 

2. Lateral group—growths primary in one of 
three situations: (a) the aryepiglottic fold, (b) the 
pyriform sinus, (c) the lateral pharyngeal wall. 

3. Posterior group—growths of the posterior 
pharyngeal wall. 

4. Inferior group—growths of the postcricoid 
pharynx. 

From the technical point of view, the last two 
groups are definitely marked off from the first two 
as a successful operation upon them must necessarily 
include a definite plastic procedure to replace the 
excised part. ‘These two groups therefore fall into a 
distinct chapter of surgery of the pharynx and are 
not discussed by the author. 

Trotter prefers sharp dissection to diathermy be- 
cause of the finer technique possible with the scalpel. 
In cases of growths of the superior group, gland dis- 
section may precede or follow the operation. In 
cases of growths of the lateral type, the glands may 
be removed concurrently with the operation on the 
growth or later. Bilateral removal of the lymph 
glands is not necessary; unilateral removal gives ex- 
cellent results. Sepsis is a source of danger. The 
best prophylaxis against it is an edentulous mouth. 
A tracheotomy with a circular opening precedes the 
operations. 

For growths of the superior group, the author per- 
forms a median (anterior) translingual pharyngot- 
omy. The incision passes exactly in the median line 
through the lower lip and the chin to’the tip of the 
thyroid cartilage. Following the interval between 
the geniohyoid muscles, the lower jaw is sawed in 
two, the tongue divided, and the floor of the mouth 
split. The neoplasm then comes into the field and 
excision is begun by lateral dissection until it is 
separated from the tongue. It is then pulled upward 
and after division of the aryepiglottic folds the 
epiglottis containing the tumor is divided trans- 
versely just above the neoplasm outward. The 
hyoid bone to which the growth is still attached is 
disarticulated from the greater cornua and the 
tumor is freed. Closure is usually easily accom- 
plished between the tongue and larynx, and the 
midline incision of the tongue and lip is sutured. The 
submental wound is left open for drainage. 

For lateral epitheliomata the approach is made 
through a 4- to 5-in. vertical incision running down- 
ward from a point behind the angle of the jaw. 
Gland dissection may be performed at this time and 
the external jugular vein removed. The pharynx is 
then exposed by vertical division of the infrahyoid 
muscles, the superior laryngeal vessels and nerve 
are divided, and the great cornu of the hyoid and 
the ala of the thyroid are exposed. If the growth 
has not involved the cartilage, these structures are 
divided vertically and removed. If the cartilage is 
involved, the ala must be removed with the growth. 
Depending upon the site of the tumor, an appropri- 


ate incision is made into the pharynx and the 
growth removed under direct vision. The wound in 
the pharynx may be closed primarily, but the skin 
incision is left open. If pharyngeal closure cannot 
be made, the edges of the mucosa are sutured to the 
skin. The resulting fistula can be closed easily after 
three or four weeks. 

In all cases the patient is fed through a rubber 
catheter for a few weeks until normal swallowing is 
possible. The tracheotomy tube remains in for 
about a week. James C. Braswe tt, M.D. 


NECK 


Cole, W. H., Womack, N. A., and Gray, S. H.: The 
Thyroid in Infections and Toxzemias. Am. J. 
Surg., 1929, vi, 221. 

Following severe infections and toxemias, changes 
take place in the human thyroid which are similar to 
those appearing in the thyroids of animals but less 
marked. The characteristic changes are a loss of 
colloid, hyperplasia, desquamation of acinous cells, 
and a decrease in the iodine content of the thyroid. 
Iodine given by mouth is absorbed by the thyroid 
glands of persons with exophthalmic goiter, ade- 
nomatous goiter, and normal thyroids. The injec- 
tion of lipiodol into the lungs of two patients with 
lung abscess and bronchiectasis produced a decided 
rise in the iodine content of the thyroid gland, a 
result suggesting that iodine can be absorbed from 
lipiodol. Hyperplasia similar to that seen in 
exophthalmic goiter is not uncommonly found in 
the thyroid glands of persons dying from acute in- 
fections. W. M. Paton, M.D. 


Adlercreutz, E.: Studies on Goiter and lodine in 
Finland (Kropf- und Joduntersuchungen in Finn- 
land). Acta med. Scand., 1928, |xix, 187, 325. 


This report is based on the replies to a question- 
naire sent to physicians regarding the distribution of 
goiter in Finland and on the results of iodine deter- 
minations in various fresh waters. 

Almost all of the districts in which the incidence 
of goiter was reported as common lie in the south and 
middle parts of Finland. Those in which goiter is 
next most frequent are in the area having the great- 
est number of lakes, the so-called major lake 
plateau. Goiter is very common also in a number of 
districts in the region of Lake Ladoga, especially on 
the north and northwest coast of this lake. It is 
infrequent at the seacoast but somewhat more com- 
mon at the coastland of the Finnish Gulf and in 
Aland. In most of the east Bothnian areas it is rare. 
In north Finland (Lapland) it occurs seldom if ever. 

The fact that goiter is most common in the por- 
tion of the country with the greatest number of lakes 
is in accordance with observations in other parts of 
the world. A grouping of the cases around certain 
lakes, streams, and brooks appears probable. 

The questions as to whether the Finnish goiter 
can be considered endemic and, if so, to which types 
of endemic goiter it belongs are discussed by the 
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author on the basis of a detailed description of the 
characteristic conditions which have been asso- 
ciated with the occurrence of endemic goiter in dif- 
ferent parts of the world. Adlercreutz states that 
the term ‘“‘endemic” has acquired added significance 
as it is now applied not only to the classical cretinoid 
type of goiter seen at high altitudes but also to a 
number of goiters seen in low countries which are not 
associated with cretinism. The endemic goiter of 
low countries occurs characteristically in regions 
rich in lakes or around certain waters, and this 
characteristic is noted of the goiters in Finland. 

The Finnish goiter may evidently be considered 
endemic in the region of the lake plateau and the 
Ladoga district. It is of the type seen in the low- 
lands which is rarely accompanied by cretinism and 
more frequently is associated with Basedow’s disease 
because it develops almost exclusively in women and 
rarely reaches a large size. Its greatest incidence 
is probably in the Ladoga district where it formerly 
may have been more severe and may have suggested 
the cretinoid type of high altitudes. 

It is generally believed in different parts of the 
world that goiter has become more common during 
recent years but the correctness of this theory as 
applied to Finland could not be determined from the 
replies to the questionnaire. It appears, however, 
that in the Ladoga district the frequency of goiter 
has spontaneously diminished. 

The author’s determinations of iodine waters were 
made in well water (ground water), lake and spring 
water (surface water), and tap water of certain cities 
(partly ground water and partly lake or stream 

ater), according to the Chatin-von Fellenberg 

method. The water came from sixty localities, but 
none was obtained from the most northern part of 
Finland. 

In the water from inland regions the iodine con- 
tent was found to vary between o and 0.4 gm. per 
liter. In only a few instances did it exceed 0.4 gm. 
In the water from the coastal regions, on the other 
hand, it usually exceeded 0.4 gm. The well water 
from the coastal plains of the Gulf of Bothnia usually 
showed higher values (more than 0.6 gm.) than the 
well water from the coastland of the Gulf of Finland 
(0.4 to 0.6 gm.). This difference is apparently due 
to the distribution of the Litorina aluminum which 
is most plentiful in Oesterbotten, rich in iron, and 
apparently relatively rich in iodine as it is deposited 
in salt water and favors fossil formations. The 
glacial aluminum predominating at the southern 
coast and at Aland is probably iodized to a con- 
siderably less extent as it is deposited in fresh water, 
dissolves fossil organisms, and is not so rich in iron. 

The observation of Chatin and von Fellenberg 
that river water is generally richer in iodine than 
spring water could not be confirmed in the author’s 
studies. In many places in Finland the reverse re- 
lationship seems more probable. 

In a few cases, temporary variations in the iodine 
content in one and the same spring or river were 
found, but apparently were of little importance. 
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Some of the tests on tap water were made in cities 
in which the drinking water is subjected to chemical 
cleansing before it is pumped into the mains. It 
appears that the use of a method to remove iron 
also eliminates some of the iodine from the water. 
It is uncertain whether hypochlorite sterilization 
exerts an influence on the iodine content of water. 

Chatin’s rule that waters rich in iron are always 
rich in iodine has been found to be correct to a cer- 
tain extent. No relationship between the iodine 
content and the amount of chlorine or the amount 
of calcium and magnesium salts has been noted, 
but as only gross quantitative estimations of these 
elements were made it is impossible to draw definite 
conclusions. 

A comparison between the distribution of goiter 
and the occurrence of iodine suggested an inverse 
relationship between them when the relationships 
were considered grossly. In a detailed study, how- 
ever, certain deviations were found, especially at 
Vetil, Virtsila, and the north and northwest coast 
of Lake Ladoga (Impilaks). At Vetil the iodine 
content is apparently low in both the goiter region 
and the surrounding goiter-free region. At Viirtsilé 
and at the Ladoga coast a relatively rich iodine 
content in the water is associated with an endemic 
distribution of goiter. 

The question as to whether the theory of iodine 
deficiency is applicable to Finnish goiter is dis- 
cussed. This and other theories of the etiology of 
goiter are dealt with in a special chapter, and the 
more or less serious objections which have been 
raised against the conception of an exogenic iodine 
deficiency as a cause of goiter are reviewed. The ex- 
ceptions found at Vetil, Vartsili,” and the Ladoga 
coast suggest that in these regions such an etiological 
factor cannot be considered. 

For numerous reasons it appears uncertain whether 
an iodine deficiency can be regarded as a direct cause 
of goiter. ‘The inverse relationship between iodine 
and goiter in nature that has been found in Finland 
and the deviations from this rule may perhaps be 
best explained by the assumption that iodine de- 
ficiency is of importance only as an indirect, and not 
as a direct, causal factor. 

McCarrison’s theory that goiter is due to multiple 
causes appears the most probable. Regionally, the 
causes are apparently of different types and perhaps 
also of different intensity, this perhaps explaining 
why there is no uniform endemic type of goiter. 

Louts Neuwe tt, M.D. 


Rose, E.: Cardiovascular Disease Associated with 
Non-Toxic Goiter. Med. Clin. N. Am., 1929, xii, 
1157. 

The author reports two cases of thyroid enlarge- 
ment associated with definite evidence of cardiovas- 
cular disease. In one case the phenomena of decom- 
pensation were present and in the other there was a 
persistent tachycardia with hypertension, arterio- 
sclerosis, and a minor grade of heart block. In neither 
case was there any compression of the trachea by the 
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enlarged thyroid or any evidence of toxicity such as 
signs of an increase in the metabolic rate. 

While the association of heart disease with the en- 
largement of the thyroid may have been merely a 
coincidence, it is possible that there was some rela- 
tionship between the two conditions. In a study of 
300 cases of adenomatous goiter with a normal basal 
metabolic rate in persons over twenty years of age, 
Coller found that the incidence of cardiac enlarge- 
ment, tachycardia, auricular fibrillation, and sugges- 
tive symptoms such as palpitation and dyspnoea in- 
creased progressively from the third to the sixth 
decade. While the heart disease may have been due 
to other causes than the thyroid condition, its inci- 
dence was much greater in this group than in ordi- 
nary groups of persons in the same decades of life. 
To explain the greater incidence in these cases it is 
suggested that some of the cardiac damage may have 
been done during mild exacerbations of hyperthyroi- 
dism which went unnoticed, or to a secretion directly 
toxic to the cardiovascular apparatus but not asso- 
ciated with an increase in the metabolic rate. As yet, 
however, such a toxic substance is not known. The 
pressure of an enlarged thyroid on the trachea ac- 
counts for only a few cases of cardiac damage. 

The author believes that persisting or increasing 
thyroid enlargement in adult life, particularly when 
the goiter is nodular or firm, constitutes a potential 
menace to the cardiovascular system and should be 
treated surgically. Manuet E. Licutenstern, M.D. 


Mora, J. M.: The Intracutaneous Salt-Solution 
Test in Thyrotoxicosis. Am. J. M. Sc., 1929, 
clxxvii, 210. . 

Mora studied the McClure-Aldrich test in forty- 
two cases of thyrotoxicosis before and after opera- 
tion. Before operation he observed a definite de- 
crease in the disappearance time of the intradermally 
injected saline solution. After operation, with the 
return of the basal metabolic rate and the general 
condition to normal, the disappearance time also 
became normal. In general, the greater the toxemia 
the less the time required for the wheal to disappear. 
The disappearance time of the injected saline solu- 
tion paralleled the basal metabolic rate as an index 
of the severity of the thyrotoxicosis. 

The test has been found of value in following cases 
of nephritic oedema, in determining the need of the 
tissues for water, and in establishing the level of 
adequate circulation in circulatory disturbances of 
the extremities. 


Coller, F. A.: Adenoma and Cancer of the Thyroid; 
Their Relation in Ninety Epithelial Neoplasms 
of the Thyroid. J. Am. M. Ass., 1929, xcii, 457. 


Four per cent of the thyroids removed surgically 
during the fifteen-year period from 1912 to 1927 
were found to contain malignant neoplasms of the 
epithelial type. In 75 per cent of these there was a 
history of goiter. Microscopic examination showed 
the goiters to be of the endemic type in all except one 
case. Histologically, 28 per cent of the tumors were 





medullary carcinomata; 66 per cent, adenocarcino- 
mata; and 5.5 per cent scirrhous carcinomata. A 
large number of adenocarcinomata were confined 
to adenomata. 

The chief symptoms were those associated with 
hyperthyroidism. Next in frequency were pressure 
symptoms. Rapid growth was noted in only 15 per 
cent. In 46 per cent of the cases in which a basal 
metabolism test was made the metabolic rate was 
found to be high. A correct pre-operative diagnosis 
was made in only 25 per cent of the cases. In 47 
per cent, the condition was unsuspected. 

The author concludes that adenoma of the thyroid 
is a precancerous lesion in which the incidence of 
malignancy is low but definite. W. M. Paton, M.D. 


Haines, S. F., and Boothby, W. M.: The Value of 
Oxygen Treatment After Thyroidectomy. Am. 
J. Surg., 1929, vi, 1. 

This article is based on a study of gt cases of seri- 
ous reactions following partial thyroidectomy which 
were treated with oxygen. In 57 cases the operation 
was performed for exophthalmic goiter; in 27 cases, 
for a hyperfunctioning adenoma; in 4 cases, for ade- 
nomatous goiter without hyperthyroidism; and in 1 
case, for carcinoma of the thyroid. Asa rule the con- 
centration of oxygen in the oxygen chamber ranged 
from 50 to 60 per cent. Sixty-seven patients lived. 

The most striking effect noted was the drop in the 
temperature following the patient’s admission to the 
chamber. This.occurred in 75 cases and varied be- 
tween 2.1 and 6.5 degrees F. in the first twelve hours. 
It was most marked in cases of pulmonary oedema 
and bronchopneumonia. Dyspnoea due to pneumo- 
nia or obstruction of the upper respiratory tract was 
greatly relieved by the oxygen, tracheotomy often 
being rendered unnecessary. All cases of cyanosis 
were markedly benefited. In a few cases of extensive 
pneumonia, however, the improvement was transi- 
tory and the patient died. Autopsy in these cases 
demonstrated more extensive pulmonary involve- 
ment than was expected. This was not due to the 
oxygen treatment, but developed in spite of it. 

The oxygen tent has proved to be less satisfactory 
than the oxygen chamber because of difficulty in con- 
trolling the patient and the percentage of oxygen in 
the tent. 

A direct comparison of the mortality rate in the 
treated and untreated cases was not found feasible. 
The surgical mortality rate has been less than 1 per 
cent for several years, and in the opinion of the au- 
thors this rate has been definitely lowered in the last 
two years as a result of the oxygen treatment. 

Four typical cases treated with oxygen are reported 
in detail. WitiraM J. Pickett, M.D. 


Caboche, H.: Therapeutic Indications in Laryngeal 
Tuberculosis (Indications thérapeutiques dans la 
tuberculose laryngée). Arch. internat. de laryngol., 
1928, xxxiv, 897. 


This article (988 pages long) compares the results 
of the different procedures for treating laryngeal 
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tuberculosis which have been employed since Mer- 
mod recommended the use of the galvanocautery. 

In discussing the pathogenesis of laryngeal tu- 
berculosis the author reviews an earlier communi- 
cation in which he presented evidence indicating 
that as a rule tuberculous infection of the larynx 
occurs by way of the blood stream from tuberculosis 
primary in the lungs. He believes, however, that the 
sputum plays an important part in irritating the 
lesion already established by the organisms of 
secondary infection which usually accompany the 
tubercle bacilli in the sputum. 

The treatment must be directed toward the 
pulmonary tuberculosis and the general condition 
as well as toward the laryngeal lesion. The general 
treatment must include complete rest, fresh air, and 
proper nourishment. To these may be added pneu- 
mothorax according to Forlanini’s method. The 
hygieno-dietetic cure should be ordered for every 
patient who can afford it. 

Of forty-eight patients treated by the author by 
ignipuncture since 1910, eight recovered and were 
followed for from ten to fifteen years. All of these 
patients except one who at the same time followed a 
rest and fresh air cure in the country were ambulants. 

Local treatment of the laryngeal lesion includes 
the silence cure, laryngotracheal instillations with 
tracheofistulization, and artificial pneumothorax. 
The silence cure places the affected parts at rest, but 
is difficult to apply in hospital cases and is practically 
impossible to apply in ambulant cases. In two cases 
of periglottic laryngitis seen by Caboche the con- 
dition responded to instillations of medicaments by 
means of a cannula through the cricothyroid mem- 
brane. Even if certain cases of secondary tubercu- 
lous infection of the fistula are not taken into con- 
sideration, Caboche is of the opinion that instillation 
through the natural passages gives results as good 
as those obtained with tracheofistulization. How- 
ever, tracheofistulization is of value when igni- 
puncture or a local operation must be undertaken 
on an infected larynx on account of stenosis. The 
solutions injected either en masse or drop by drop 
are gomenol oil (5 to 20 per cent), creosote oil (2 to 
5 per cent), or oil of vanilla essence. 

According to numerous reports, pneumothorax is 
of value in laryngeal tuberculosis and when used in 
the treatment of pulmonary tuberculosis it tends to 
prevent the development of tuberculosis of the 
larynx. The author reports in detail four cases of 
laryngeal tuberculosis in children which were suc- 
cessfully treated by artificial pneumothorax and 
were followed for more than a year after the treat- 
ment. 

Surgical treatment by laryngectomy and laryngo- 
fissure followed by curettage of the exposed lesions 
is to be rejected. Tracheotomy cures a certain 
number of cases, but in many more it aggravates the 
condition. It is indicated only when asphyxia threat- 
ens or as a measure of prudence before an endo- 
laryngeal operation. Tracheofistulization serves the 
:same purposes better. Intubation is used only dur- 
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ing or following a local operation. In cases of pro- 
gressive tuberculous stenosis it is too traumatizing. 
Resection of the recurrent laryngeal nerve has been 
done for the purpose of immobilizing the larynx. 
Endolaryngeal surgery has been largely abandoned. 

With the galvanocautery it is possible to obtain 
a destructive and a sclerosing effect. The cauteriza- 
tion is also hemostatic. It is extremely easy and its 
results are unquestionably good. The treatments 
may be so spaced as to cause the patient very little 
fatigue. The effect on the dysphagia is often 
remarkable. 

The results obtained by general irradiation with 
the arc lamp according to the Danish method or by 
irradiation of the neck with the quartz lamp accord- 
ing to Philip’s method show that these procedures 
are among the most efficacious. The Worms treat- 
ment has better effects if it is combined with igni- 
puncture. Actinotherapy is not always without 
danger. The benefits of heliotherapy are undeniable. 
Malstrém obtained improvement from local injec- 
tions of an aqueous extract of irradiated oil. Radio- 
therapy of laryngeal tuberculosis is still an uncertain 
method. The indication for diathermocoagulation is 
limited to the non-progressive forms of laryngeal 
tuberculosis, limited epiglottitis without involve- 
ment of the aryteno-epiglottic folds, vegetations, and 
tuberculomata. The use of the high-frequency cur- 
rent promises to be a simple procedure for the treat- 
ment of tuberculosis of the larynx. Hot air therapy 
has been very little employed and its results are not 
convincing. Cinnamic benzyl] ether given by intra- 
muscular injection is at least a harmless adjuvant. 
The author reports six cases treated by such in- 
jections. Gold salts may also be of value. 

Tuberculin is dangerous. The methylic antigen of 
Boquet and Négre is a valuable aid. Three cases 
in which it was used are reported. The application 
of cod liver oil often results in cicatrization of the 
ulcerations and relief of the oedema and dysphagia. 

In the treatment of the pain the galvanocautery 
gives the best results. Diathermocauterization, 
actinotherapy, heliotherapy, and roentgenotherapy 
are also of value. The high-frequency current seems 
to have a marked analgesic effect. Decortication of 
the laryngeal mucosa has been suggested by Saupi- ° 
quet. Physiological blocking of the superior laryn- 
geal nerve by the injection of alcohol around the 
trunk is not dependable and sometimes produces 
laryngeal oedema. Neurotomy of the superior 
laryngeal nerve has not given good results. 

The indications and contra-indications for the 
various treatments are discussed in detail and the 
article is supplemented by an extensive bibliography. 

PACE. 


Mackenty, J. E.: Laryngeal Cancer: Early Diagno- 
sis and Treatment. Arch. Otolaryngol., 1929, ix, 
237- 

Mackenty states that malignant disease of the 
larynx is becoming more frequent and developing 
much earlier in life than formerly. 








From the standpoint of prognosis, the location of 
the tumor is of extreme importance. According to 
their location the lesions are classified as extrinsic, 
intrinsic, and borderline intrinsic. The extrinsic can- 
cer rarely gives warning of its presence until it is 
well advanced. Of the intrinsic cancers, 90 per cent 
cause voice changes. 

In the differential diagnosis it is necessary to rule 
out tuberculosis, syphilis, chronic inflammations, 
benign neoplasms, paralysis, and prolapse of the 
ventricle of the larynx. 

In the treatment, the best results are obtained by 
total laryngectomy. Its mortality is about 3 per 
cent. The author prefers the single-stage operation 
performed under combined local and general anes- 
thesia. 

Of over 700 laryngeal cancers studied, 80 per cent 
were intrinsic and curable in the beginning. Two 
hundred and thirty were treated surgically with a 
mortality below 3 per cent. 

In incipient cases of intrinsic cancer the incidence 
of recurrence was 3 per cent after laryngectomy and 
35 per cent after thyrotomy. In moderately ad- 
vanced cases, recurrences developed in 25 per cent, 
and in borderline cases, in 35 per cent. In cases of 
extrinsic cancer, recurrences developed in almost too 
per cent. 

The author believes that if the public were in- 
structed regarding the danger of progressive hoarse- 
ness, and if early and complete extirpation of the 
tumor were done andthe use of radium abandoned, 
the results in cases of laryngeal cancer would be 
greatly improved. Grorce R. McAuuirr, M.D. 


Brémond, M., and Bonnet, P.: A Case of Cancer of 
the Larynx in a Girl Fourteen Years of Age 
(Un cas de cancer du larynx chez une filiette de 14 
ans). Arch. internat. de laryngol., 1928, xxxiv, 1014. 

The patient whose case is reported entered the 
hospital complaining of a pulling sensation in the 
throat which had developed gradually over a period 
of two weeks. Laryngoscopic examination revealed 
budding grayish ulcerations on the arytenoid and 
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the right vocal cord which at the level of the anterior 
commissure seemed to extend to the opposite side. 
Palpation revealed no adenopathy. The child expe- 
rienced no difficulty in swallowing but had the 
woody whispered voice to which attention has been 
called by Fauvel. 

Because of the patient’s age, there was some doubt 
as to whether the lesion was cancer. The patient’s 
family history revealed nothing of interest. A por- 
tion of the tumor was taken for microscopic examina- 
tion. 

Six days after the patient’s entrance to the hos- 
pital the dyspnoea and drawing sensation became 
more severe and a low tracheotomy was done. The 
general condition rapidly deteriorated. The patient 
became very thin and showed an earthy color. The 
histological diagnosis was epidermoid epithelioma 
completely differentiated, with nuclear anomalies 
and very numerous normal or pluripolar mitoses. 
The lymphoid stroma was scarcely delineated. The 
lesion was a cancer in the initial stages with active 
and histologically very malignant proliferations. 

A tota! laryngectomy was done according to 
Sebileau’s technique and on completion of the opera- 
tion a cannula was left in the trachea. The wound 
healed by first intention. The patient gained 
weight, and her general condition showed marked 
improvement. At the end of three months a budding 
growth appeared in the peritracheal tissues around 
the cannula. Biopsy revealed an atypical spino- 
cellular epithelioma, a weak fibrous reaction of the 
stroma, beginning disintegration, and massive 
cellular destruction. Radium was applied, but the 
child lost ground rapidly. An ulceration transformed 
the operative zone into an extensive opening. Nor- 
mal feeding became impossible and resort was had 
to nasal feeding. The child’s condition at the present 
time may be considered incurable. Radium therapy 
gave no results. he extensive ulceration was due 
to radium necrosis possibly favored by secondary 
radiations due to the presence of the metallic can- 
nula. It was found impossible to replace the cannula 
with a rubber tube. PAce. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Stulz, E., and Stricker, P.: Closed Traumatisms of 
the Cranium Followed by Acute Hypotension 
of the Cerebrospinal Fluid; Their Treatment 
by Intravenous Injections of Distilled Water 
(Traumatismes fermés du crane suivis d’hypoten- 
sion aigué du liquide cephalorachidien: leur traite- 
ment par les injections intraveineuses d’eau dis- 
tillée). Bull. et mém. Soc. nat. de chir., 1928, liv, 
1184. 

The authors report five cases of primary hypo- 
tension of the cerebrospinal fluid and three cases of 
hypotension developing some time after an attack 
of hypertension after a closed injury of the skull. 
The treatment consisted in the intravenous injection 
of distilled water. All of the patients recovered. In 
some of the cases of primary hypotension improve- 
ment was apparent after the first injection. In the 
others a repetition of the dose (20 c.cm.) was neces- 
sary. In one case the hypotension was accompanied 
by diabetes, which was very clearly influenced by 
extract of the posterior lobe of the hypophysis. The 
symptoms in the cases of primary hypotension were 
torpor, headache, vertigo, pain at the nape of the 
neck, and incomplete coma. 

In hypotension developing some time ‘after an 
attack of hypertension caused by cranial trauma the 
diagnosis is very difficult. Often it is impossible 
without lumbar puncture. In the three cases re- 
ported, injections of 40 c.cm. of distilled water were 
efficacious, relieving the symptoms of headache, 
vomiting, slow pulse, and torpor. 

-atients with bradycardia never showed a very 
rapid increase in the pulse rate after the injection of 
distilled water although the symptoms were allevi- 
ated. It therefore appears that bradycardia must 
be due to some condition other than the tension of 
the cerebrospinal fluid. Hyperthermia is frequent in 
acute hypertension of the cerebrospinal fluid. The 
authors report two cases in which there was hyper- 
thermia with hypotension. When the leakage of 
cerebrospinal fluid from the wound was stopped the 
temperature immediately fell to normal. Pace. 


Cushing, H., and Eisenhardt, L.: Meningiomata 
Arising from the Tuberculum Sellz with the 
Syndrome of Primary Optic Atrophy and 
Bitemporal Field Defects Combined with a 
Normal Sella Turcica in a Middle-Aged Person. 
Arch. Ophth., 1929, i, 1, 168. 


The meningiomata discussed by the authors be- 
tray their presence by a characteristic syndrome in 
the early stages. Although they vary somewhat in 
gross appearance, microscopical structure, rate of 
growth, and situation, they are strikingly similar in 
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The 
authors report fifteen cases quite fully with photo- 
graphs of the patients and pathological tissue re- 
moved, the perimetric charts before and after opera- 
tion, roentgenograms of the skull, and drawings of 


their sites of origin and train of symptoms. 


the operative field. Eleven of the patients were 
females. The ages ranged from twenty-seven to 
sixty-six years. Only two patients were under 
thirty-three years of age and only one was more than 
fifty-seven years old. 

The essential features of the syndrome were failing 
vision, primary optic atrophy, and _ bitemporal 
hemianopsia with a sella turcica of normal size. The 
duration of the symptoms varied from seven months 
to twelve years. In only four cases were the symp- 
toms present for longer than two years. The sella 
turcica was normal in ten cases. In four cases, it 
showed erosion, and in one case it was enlarged. 
Surgical removal by the extradural transfrontal 
route was complete in nine cases, incomplete in five 
cases, and not attempted in one case. There were 
three operative deaths—one from oedema, one from 
medullary pressure, and one from haemorrhage. ‘Two 
deaths occurred in advanced cases. ‘The period of 
postoperative observation varied from ten months 
to twelve years. Most of the patients had been 
examined over a period of from two to four years. 

Meningiomata arising from the tuberculum sell 
are rather tough and fibrous and present a granular 
mulberry-like surface. They are slow growing, hav- 
ing a comparatively feeble blood supply, and tend 
to become psammomatous (33 per cent of the cases). 
Frequently (27 per cent of the cases) they possess a 
greater number of collagenic fibers than the more 
rapidly growing smooth-surfaced meningiomata 
arising from the vault. Cases of such tumors may be 
grouped as: (1) presymptomatic, (2) surgically fa- 
vorable, and (3) advanced or surgically unfavorable. 
As the tumor becomes larger it pushes the optic 
chiasm upward and backward and in the later 
stages produces secondary symptoms from pressure 
on the adjoining structures. 

Meningiomata are intimately attached to the 
dura. The attachment should be removed, if pos- 
sible, to prevent recurrence. However, such a clean 
removal was not attempted in any of the reported 
cases and the fact that one patient survived twelve 
years shows that recurrence does not always develop 
early. Although the hemianopsia is a_ bilateral 
temporal defect, it is usually unequal. As a rule one 
side is partially or totally blind. The nerves seem to 
suffer more than the chiasm as the restoration of 
function is in the crossed bundle with return of 
temporal vision. 

The principal lesions to be considered in the 
differential diagnosis are: (1) meningiomata of 
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parasellar rather than suprasellar origin, (2) pi- 
tuitary adenomata, (3) congenital tumorsarising from 
the craniopharyngeal pouch, (4) gliomata of the 
chiasm and third ventricle, (5) chronic local arach- 
noiditis, (6) syphilitic meningitis, and (7) aneur- 
ism. In the diagnosis of meningiomata the chief 
difficulty is experienced in cases of late large lesions 
in which the primary symptoms are masked. In 
cases of pituitary adenoma the sella is usually en- 
larged. Tumors of the craniopharyngeal pouch, 
being congenital, show up early in life and are com- 
monly associated with dyspituitarism, enlargement 
of the sella, and calcification in the cyst walls which 
is usually revealed in the roentgenograms. Gliomata 
of the chiasm are rare. They may distort the 
anterior clinoid processes with widening of one or 
both optic foramina and result in field defects not 
bitemporal in type. Gummatous meningitis is rare 
but chronic cystic arachnoiditis not uncommon in 
this location. Aneurisms in this region should not be 
difficult to diagnose as they are apt to cause oculo- 
motor palsies and other characteristic symptoms. 

Unquestionably the tumors under discussion are 
far more common than has been supposed. The 
prognosis depends on the treatment. Operation is 
the only suitable procedure as the tumors are not 
influenced by radiation. The operative risks are 
death from trauma or hemorrhage, further damage 
to vision from trauma to the nerves, and post- 
operative diabetes insipidus. With increased expe- 
rience in the diagnosis and operative attack, these 
risks should be reduced to the minimum. 

The surgical approach is described and shown in 
four drawings. It is the authors’ well-known trans- 
frontal approach with the formation of an osteo- 
plastic flap hinged laterally, usually on the right 
side. Special care must be exercised to avoid further 
injury to the already flattened optic nerves. The 
tumor can often be removed piecemeal in its en- 
tirety, but great care must be taken not to injure 
the infundibular stalk or the adjacent blood sinuses. 
Local anesthesia is usually sufficient. The latest 
developments in electrosurgery have greatly facil- 
itated the removal of the tumors. 

ALBERT S. CRAwrorpb, M.D. 


SPINAL CORD AND ITS COVERINGS 


Craig, W. McK.: Spina Bifida: Pre-Operative, Sur- 
gical, and Postoperative Treatment. Surg. Clin. 
N. Am., 1929, ix, 219. 

The author discusses briefly the types or degrees 
of spina bifida and their complications. The most 
marked type, with an open central canal and pro- 
trusion of the cord into the sac, is practically in- 
compatible with life. In cases of the less marked 

. varieties, operation should be delayed until the 
child is between nine months and two years of age. 
In the meantime, the sac must be protected by a 
cotton doughnut, and too-great thinning of the 
covering skin must be prevented by aspirating the 
sac at intervals. The operation should consist in 





plastic repair of the sac followed by repeated lumbar 
punctures to prevent hydrocephalus. Precautions 
against hyperthermia must be taken as a temper- 
ature of 105 degrees F. cannot be combated suc- 
cessfully. Leo M. Davinorr, M.D. 


SYMPATHETIC NERVES 


Voncken: Remote Results (After Five and Four 
Years) of Arterial Sympathectomy in the 
Treatment of Trophic and Painful Disturb- 
ances Following Frostbite (Résultats éloignés— 
cing et quatre ans—de la sympathectomie artérielle 
dans le traitement des troubles trophiques et dou- 
loureux consécutifs aux gelures). Bull. et mém. Soc. 
nat. de chir., 1928, liv, 1182. 


The first case reported was a case of trophic and 
painful disturbances in the foot due to frostbite for 
which Voncken and Guimy performed a periarterial 
sympathectomy in 1921. At the end of a month the 
foot was in perfect condition. In July, 1926, five 
years later, there was no trace of ulceration, the skin 
was smooth, and there was no pain. While the pa- 
tient complained of a feeling of fatigue in the leg 
after walking and a dull pain in the metatarsus, 
objectively there was no difference between the two 
feet. The temperature and mobility of both were 
the same. 

The second case was that of a war veteran who 
had both feet frozen and lost all of his toes. In 1923, 
the right foot showed an extensive weeping ulcera- 
tion along the external border of the right foot and 
another at the extremity of the amputated stump at 
the first and second metatarsals. On the left foot 
there was a fragile bluish external cicatrice with 
many weeping fissures. In both feet there were fre- 
quent lancinating pains. On the right side, Voncken 
performed a perifemoral sympathectomy at the 
summit of Scarpa’s triangle under local anesthesia. 
In a few days both ulcerations had disappeared and 
cicatrization was obtained. In 1927, four years 
later, the right foot showed two hard epidermal 
crusts at the sites of the previous ulcers but else- 
where the skin was supple and normal; there was no 
pain whatever. In the left foot, which was not 
treated surgically, there was intermittent pain and 
the fragile cicatrices were still present. The Pachon 
measurements in the feet were compared and a sec- 
ond operation recommended. 

From these and other cases, Voncken concludes 
that the remote results of periarterial sympathec- 
tomy for the sequelz of frostbite are excellent. 

PACE. 


Leriche, R.: The Results of Posterior Radicotomy 
and Ramisection in Little’s Disease (Résultats 
de la radicotomie postérieure et de la ramisection 
dans la maladie de Little). Bull. et mém. Soc. nat. de 
chir., 1928, liv, 1406. 


The author has performed a posterior radicotomy 
or ramisection in nine cases of Little’s disease and 
one case of spastic paralysis following meningitis. 
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All of the patients recovered. In six of the cases of 
Little’s disease there was a decrease in the spas- 
ticity, but in only two was it sufficient to be of any 
great benefit. After ten years one of the patients 
was able to walk without a cane indoors and with a 
cane outdoors. Another was able to walk with two 
canes at the end of six months, but has not been seen 
since then. 

Most of the cases were very severe ones with in- 
volvement of the brain, serious spasticity of the 
upper extremities, and very marked deformity of the 
feet. In the future, in such cases, the author will 
section only the obturator nerves by the crural 
route and give the usual orthopedic treatment. He 
states that if Foerster’s radicotomy is to be success- 
ful the child must be intelligent enough to be re- 
educated and the patient’s family must understand 
the necessity for exercise. 

Leriche performed ramisection four times in three 
cases of Little’s disease. In one case there was a 
manifest physiological effect, but the immediate 
therapeutic effect was not very great. However, the 
patient was not re-educated and not followed up. In 
another case, the subjective result was excellent at 
the end of a year, but the objective change was not 
very great. Leriche states that there is often very 
marked subjective improvement after operations on 
the sympathetic. In the third case the patient was 
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benefited so much by the operation on one side that 
she came back requesting an operation on the other 
side. The second operation, however, relieved only 
the coldness of the foot. 

These cases do not permit judgment as to the 
value of the operation because the patients were too 
old, being sixteen, twenty, and twenty-three years 
of age. At such ages there are probably definite ana- 
tomical changes rendering treatment difficult. 

On the whole, the results of surgery in Little’s 
disease are not very good. For operation to be of 
any benefit, the cases must be carefully selected. It 
may be perhaps impossible to obtain successful re- 
sults by surgery after the fifteenth year of age. 

American surgeons have a tendency to reject 
posterior radicotomy and ramisection in favor of 
Stoffel’s operation, but the author thinks their con- 
clusions are based more on theory than on experi- 
ence. In Leriche’s opinion, Stoffel’s operation is 
adapted only to mild cases in which the spasticity is 
not very great—cases such as are ordinarily treated 
in France by orthopedic operations. If there is a 
marked degree of spasticity, posterior radicotomy 
and ramisection are the best methods of reducing 
the spasticity at once and making re-education im- 
mediately possible. The best time for operation is 
probably the eighth year of age. 

Auprey G. Morcan, M.D. 
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CHEST WALL AND BREAST 


Semb, C.: Pathologico-Anatomical and Clinical 
Investigations of Fibro-Adenomatosis Cystica 
Mamme and Its Relation to Other Pathologi- 
cal Conditions in the Mamma, Especially Can- 
cer. Acta chirurg. Scand., \xiv, Supp. X. 


Semb applies the term “fibro-adenomatosis cys- 
tica mammzx”’ to the condition generally known in 
America as ‘‘chronic mastitis.”” From an extensive 
study of the clinical and pathological aspects of this 
condition he concludes that the process is a fibro- 
epithelial hyperplasia which is neither inflammatory 
nor neoplastic. He considers it a true simultaneous 
hyperplasia of epithelial and connective tissue ele- 
ments because he has constantly found young con- 
nective tissue associated with new epithelium. 

In forty cases of the disease in the male breast 
which were studied by Semb, the changes appeared 
identical with those found in the female breast ex- 
cept that there was no cyst formation. 

In the female breast, Semb has recognized two 
distinct pathological types, one of which he calls 
“fibro-adenomatosis simplex” and the other of 
which he calls “‘fibro-adenomatosis cystica mam- 
mex.” 

In fibro-adenomatosis simplex the presence of 
cysts may be demonstrated only by histological 
study. In fibro-adenomatosis cystica mamme, mac- 
roscopic cysts are found. Forty-four cases of the 
former type and 100 of the latter type are reviewed. 
The fully developed form of the disease was bilateral 
in 22 per cent of the cases. 

Papillomata of the ducts occurred in 27 per cent of 
the cases of fibro-adenomatosis cystica mammez. 
Four cases of papillary cystadenoma of the breast 
showed diffuse fibro-adenomatosis cystica through- 
out the mammary gland. Semb agrees with Cheatle 
that papillomata form within the breast on the basis 
of fibro-adenomatosis cystica mamme. 

In discussing the relationship between fibro- 
adenomatosis cystica mammz and carcinoma of the 
breast, Semb approaches the subject from two 
angles: (1) the presence of carcinoma in cases of 
fibro-adenomatosis cystica mammez, and (2) the 
occurrence of fibro-adenomatosis cystica mammez 
in cases of mammary cancer. 

In forty-four cases of fibro-adenomatosis cystica 
mamme in the early stages, carcinoma was found 
only once. Of cases with macroscopic cysts, 14 per 
cent showed incipient cancer and 10 per cent showed 
fully developed cancer. Cancer was found more 
often when papillomata were a feature of the cystic 
disease of the breast. When epithelial proliferation 
was less marked and connective tissue proliferation 
more pronounced, cancer was seldom found. On the 
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other hand, the cases with a large amount of atypi- 
cal proliferation of the epithelium and scanty con- 
nective tissue development showed a higher inci- 
dence of cancer. Cancer developed from the ducts 
and cyst walls but never from the acini. This ob- 
servation is not in accord with Cheatle’s findings 
which indicated that cancer has its origin in the 
acini. 

Of 122 cases of cancer of the breast in women, 
fibro-adenomatosis cystica mamme was found in 77 
per cent. Semb believes that the concomitant 
occurrence of carcinoma and _ fibro-adenomatosis 
cystica is not accidental, but that the two conditions 
are closely related. Because of the diffuse character 
of the fibro-adenomatosis cystica, its appearance 
prior to the appearance of the cancer, and the fre- 
quent occurrence of secondary foci of cancer in 
areas of fibro-adenomatosis, he concludes that the 
fibro-adenomatosis is the primary lesion. 

Semb concludes that as fibro-adenomatosis cys- 
tica mammz usually develops prior to the meno- 
pause, it bears no relation to the involutionary 
changes occurring in mammary tissue incident to 
advancing age. 

For the majority of cases of fibro-adenomatosis 
cystica mamma—and especially those of women 
over thirty-five years of age—Semb advises mastec- 
tomy. Burton J. Ler, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Llambias, J., and Tobias, J. W.: A Contribution to 
the Study of Bronchial Cancer (Contribucién al 
estudio del cA4ncer bronquial). Rev. Asoc. med. 
argent., 1928, xli, 717. 


The most common type of bronchial or broncho- 
pulmonary cancer develops near the hilus of the 
lung in the terminal part of a main bronchus or one 
of its principal subdivisions. At autopsy it is found 
in the form of a vegetating tumor which has in- 
filtrated the bronchus and blocked the bronchial 
lumen or as a perforating ulcer which has destroyed 
the mucosa, leaving cartilaginous rings exposed. In 
both types there is neoplastic invasion of the peri- 
bronchial lymph glands. 

The authors report two cases of small bronchial 
cancers different from the types cited which they 
call ‘‘peribronchial cancer.’’ In both cases X-ray 
examination failed to indicate the nature of the con- 
dition and at autopsy a histological examination was 
necessary for the diagnosis. Microscopic study 
showed the presence of neoplastic cells of bronchial 
origin which had infiltrated the bronchial wall and 
the peribronchial tissues without involving the 
mucous lining of the bronchus. 

Wittam R, MEEKER, M.D. 
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Coryllos, P. N., and Birnbaum, G. L.: Lobar Pneu- 
monia Considered as Pneumococcic Lobar 
Atelectasis of the Lung: Bronchoscopic In- 
vestigation. Arch. Surg., 1929, xvili, 199. 

Lee, W. E., Tucker, G., Ravdin, I. S., and Pender- 
grass, E.: Experimental Atelectasis. Arch. 
Surg., 1929, Xviii, 242. 

Berry, F. B.: Massive Atelectasis Complicating 
Paravertebral Thoracoplasty for Pulmonary 
Tuberculosis. Arch. Surg., 1929, xviii, 257. 

CoryLLos and BIRNBAUM state that for the 
development of the acute syndrome known as lobar 
pneumonia another factor besides the presence of 
pneumococci is necessary, viz., occlusion of a 
bronchus by the pneumococcic bronchial exudate 
which is very viscid and has a high fibrin content. 
This marks the onset of the clinical syndrome in 
which the clinical features of acute obstructive 
atelectasis are combined with those of acute pneu- 
mococcic cellulitis. 

In its inception, lobar pneumonia presents 
roentgenographic and auscultatory findings of a 
lobar atelectasis which appears to proceed from the 
periphery to the center of the lobe. Simultaneously, 
the roentgen and physical signs of the pneumococcic 
cellulitis, spread from the central infectious ‘‘plug”’ 
to the periphery of the lobe by way of the lymphatic 
and interstitial tissue. Engorgement, red and gray 
hepatization, and resolution follow one another from 
the center to the periphery. Resolution follows the 
same course through the lobe. These facts explain 
why the roentgen signs precede the clinical signs and 
persist after the disappearance of the clinical signs. 

The crisis is due to the sudden liberation of a 
large bronchus and the disintegration of the fibrin- 
ous exudate, after which the lobe is rapidly freed of 
the pneumococcic exudate. If the liberation is 
gradual the healing occurs by lysis, but if the 
obstruction of the bronchus is prolonged, unresolved 
pneumonia, postpneumonic abscess, or bronchiec- 
tatic lesions will follow. 

The localization of pneumococcic atelectasis is 
denendent upon the laws governing the localization 
of massive atelectasis. For purely mechanical 
reasons pneumococcic atelectasis is more frequent 
in the inferior lobes. 

Postoperative lobar pneumonia begins as lobar 
atelectasis in which the relatively sterile occluding 
mucus becomes infected secondarily. The further 
evolution of the disease depends upon the type of 
pneumococcus infecting the obstructing mucus and 
the length of time the obstruction remains in the 
bronchus. 

The difference between massive and patchy 
atelectasis depends upon the size of the obstructed 
bronchus, as does that between lobar pneumonia 
and lobular or bronchopneumonia. 

The importance of the ciliated epithelium lining 
the bronchi as a factor in the production of the 
occlusion of a bronchus has not been sufficiently 
investigated. A decrease or inhibition of the move- 
ment of the cilia would explain the rapid onset of 
pneumonia following exposure to cold. By the same 
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mechanism, acute infections of the upper part of 
the respiratory tract may favor the development by 
their deleterious effects on the ciliated epithelium. 

In support of their conception of lobar pneumonia 
the authors review a large number of experimental 
investigations. In experiments on dogs, lobar 
pneumonia was produced by the intratracheal 
insufflation of a concentrated culture of pneumococci, 
but was not produced by the simple intravenous 
injection or the transthoracic injection of pneu- 
mococci. In every case of experimental pneumonia 
in the dog, clinical symptoms and roentgen signs 
of massive atelectasis were present. 

It was found that mechanical occlusion of a bron- 
chus_ previously insufflated with pneumococcus 
culture increased the toxicity of the disease. This 
suggests that. the growth of the pneumococcus is 
favored and its virulence is increased by the obstruc- 
tion of a bronchus. It was found that the growth of 
pneumococcus is favored by partial reduction of 
the oxygen tension. 

Removal of the bronchial obstruction or aspiration 
of the bronchial exudate after the development of 
pneumonia failed to cause the striking changes in 
the physical signs and clinical solution that occurred 
in experimental massive atelectasis. There are two 
reasons for this. The first is that when pneumonia 
develops in the dog, it is lethal; and the second, 
that the resistance of animals to pneumococcic 
infection is so variable that it is difficult to interpret 
the effects of the relief of bronchial obstruction. 

The authors discuss the etiological factors in the 
production of lobar pneumonia in man, the findings 
of a comparative pathological study of massive 
atelectasis and lobar pneumonia, the clinical evolu- 
tion of the disease, and the roentgen observations 
and diagnostic difficulties in lobar pneumonia and 
massive atelectasis, particularly postoperative pneu- 
monia. 

Bronchoscopic treatment was performed on nine 
patients with lobar pneumonia. The result was 
encouraging, but the number of tests was too small 
to warrant definite deductions. 

The article is summarized as follows: 

1. A new conception of pneumonia has been 
presented, based on experimental and clinical data. 

2. Lobar pneumonia is considered as an infectious 
(generally pneumococcic) lobar atelectasis of the 
lung. 

3. Postoperative massive atelectasis, postopera- 
tive pneumonia, and “‘lobar pneumonia” are shown 
to have a similar pathogenesis and evolution, and 
clinical and roentgen signs. 

4. Bronchopneumonia is considered an infectious 
patchy atelectasis. 

LEE, TUCKER, RAVDIN, and PENDERGRASS report 
that they have produced experimental massive 
atelectasis in dogs by introducing into the right 
main bronchus, bronchial secretion removed from a 
clinical case of postoperative massive atelectasis. 

The lesion was reproduced at will also by the use 
of an acacia mixture with a viscosity similar to that 
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of the bronchial secretion removed from a clinical 
case of postoperative atelectasis. The success of the 
experiments was due to abolition of the cough 
reflex in the dogs by the intraperitoneal injection of 
sodium amytal. 

In the first group of experiments all of the 
suspected etiological factors were included. The 
dogs were narcotized with morphine and anzsthe- 
tized with ether. An upper right rectus incision 
entering the abdominal cavity was made, the wound 
was Closed in layers, and the lower chest and 
abdomen were strapped with adhesive plaster. The 
animal was then placed on its right side and sodium 
amytal was injected intraperitoneally. The injection 
resulted in profound anesthesia with abolition of the 
cough reflex lasting from five to seven hours. The 
synthetic material was introduced into the right 
main bronchus of the lung through a bronchoscope, 
bronchial obstruction being produced. 

Within three hours, massive atelectasis resulted 
with displacement of the heart to the affected side 
and elevation of the diaphragm corresponding to the 
variation in the negative pressure of the plural 
cavity which follows atelectasis. 

In the second group of experiments, the suspected 
etiological factors were omitted, only sodium amytal 
being given to abolish the cough reflex. Obstruction 
was produced by introducing the acacia mixture 
into the main bronchus of the lobe in which atelec- 
tasis was to be produced. Atelectasis was produced 
as successfully by this method as in the first group 
of experiments. 

In the third group of experiments, massive 
atelectasis was produced in the same way with the 
addition of opaque substances to the acacia mixture 
to allow the roentgen demonstration of the obstruct- 
ing material in the bronchus of the atelectatic lung. 

The authors conclude that it is impossible to 
produce bronchial obstruction in dogs unless the 
cough reflex is abolished and that this evidence is 
significant both experimentally and clinically. 

Berry presents a detailed report of four cases of 
postoperative massive atelectasis following para- 
vertebral thoracoplasty for pulmonary tuberculosis. 
In two of the cases, in which the condition developed 
in the contralateral lung, death resulted. 

Postoperative pneumonia or massive atelectasis 
is caused by the aspiration of infective viscid material 
from the diseased area. Following thoracoplasty, 
such aspiration is favored by the weakness of the 
chest wall and the postoperative pain, both of which 
interfere considerably with the mechanism and 
effectiveness of the cough reflex and expectoration. 

Various procedures have been recommended. The 
two-stage operation has been accepted. Most 
surgeons follow the method of Sauerbruch and re- 
move the lower ribs first to compress the lower lobe 
so that the chances of its infection by aspiration are 
diminished. Lambert and Miller reverse this process, 
believing that cough and expectoration will be more 
effective if the upper ribs are resected first. Alex- 
ander recommends a phrenicotomy as the initial 


procedure to decrease the size of the lower lobe and 
favor cough. A few weeks later he resects the upper 
ribs and, if necessary, still later, the lower ribs. 
Whenever possible, he establishes a preliminary 
artificial pneumothorax to collapse the lower lobe 
and prevent aspiration following the initial removal 
of the upper ribs. 

After making a comparison with other series 
reported by various thoracic surgeons, Berry states 
that the evidence seems to favor primary removal 
of the lower ribs for the prevention of postoperative 
complications. In addition, adequate relief from 
pain, encouragement to cough, and proper support 
on the side on which the operation was performed 
are important measures in the prevention of atelec- 
tasis or pneumonia. 

The statistics reviewed, those of the clinics of 
Miller and Lambert, are summarized as follows: 

1. Four cases of massive atelectasis following 
paravertebral thoracoplasty for pulmonary tuber- 
culosis have been presented. The mortality was 
50 per cent. 

2. In addition, in a series of 130 such operations 
on 93 patients postoperative pneumonia occurred 
in 5. 

3. The incidence of pneumonia in the entire 
number of operations was 3.8 percent, and the 
incidence of early complications in the lungs, 6.9 
per cent. Two of the cases of pneumonia and one of 
the cases of massive atelectasis occurred following 
the single-stage complete thoracoplasty. The others 
followed the first-stage operation in which the upper 
ribs were removed. J. Epwin Kirkpatrick, M.D. 


Stephani, T., and Stephani, J.: Unsuccessful Pneu- 
mothrax Due to an Indirect Cause (Contribu- 
tion a l’étude du pneumothorax inopérant par raison 
indirecte). Arch. méd.-chir. de Vappar. respir., 1928, 
iii, 370. 

Artificial pneumothorax may be rendered unsuc- 
cessful by Jate involvement of the contralateral side 
of the chest. In some cases the invasion of the other 
lung is fulminating and fatal, whereas in other 
cases, after a stormy onset, the condition clears up 
rapidly and there is prompt return to the original 
status of the disease. 

The authors report two cases in detail. In the first, 
there was an acute spread of the exudation to the 
opposite side with fever and marked clinical signs 
and X-ray changes, but the condition cleared up 
in ten days. In the second, the contralateral spread 
was sudden and ran a fatal course with pericardial 
involvement. FRANK B. Berry, M.D. 


Brunn, H.: Surgical Principles Underlying One- 
Stage Lobectomy. Arch. Surg., 1929, xviii, 490. 


The author reports six cases in which a one-stage 
lobectomy was done with only one death. In five 
cases it was performed for bronchiectasis and in one 
case for malignancy. 

In cases of bronchiectasis the preliminary treat- 
ment extends over several months. It usually con- 

















sists of rest in bed, exposure to sunlight, postural 
drainage, the use of the bronchoscope, measures to 
clean up the sinuses, and possibly the use of vaccines. 
In spirochetal infections, neoarsphenamine is used 
at the time of operation, there should be little or no 
acute parenchymatous involvement of the surround- 
ing lung. 

The anesthesia of choice is local anwsthesia sup- 
plemented by the use of nitrous oxide and oxygen 
under positive pressure (Bunnell apparatus). The 
incision is made between the seventh and eighth or 
the sixth and seventh ribs, and from one to three 
ribs are divided above posteriorly as indicated. 

The lung is mobilized by dividing adhesions, and 
the pedicle is made as small as possible. The pul- 
monary veins which lie below the bronchus are 
clamped in the early stages of the dissection to pre- 
vent emboli from entering the circulation. The 
Wertheim hysterectomy clamp is used on the pedicle. 
The lung is removed with the actual cautery, a liberal 
stump being left, and a running stitch of chromic 
catgut is taken back and forth across the stump to 
prevent further oozing and especially to prevent 
leakage of air through the bronchus. The chest is 
then filled with salt solution and the pressure is in- 
creased to test the pedicle for leakage and hamor 
rhage. On closure of the chest wound a rubber tube 
is placed below the line of incision through a can- 
nula. 

After the operation, suction through the tube is 
employed every two hours for from five to seven days 
to allow the upper lobes to expand and wall off the 
cavity. Irrigation with Dakin’s solution is then be- 
gun. As the pedicle sloughs, the discharge becomes 
more purulent. If there is a rise in the temperature 
at this time, one or two ribs are removed for drainage. 

GeorceE A, Cotitetr, M.D. 


HEART AND PERICARDIUM 


Hedblom, C. A.: Acquired Dextrocardia. 
Surg., 1929, xviii, 349. 

Acquired dextrocardia may be defined as a dis- 
placement to such an extent that the whole heart 
lies to the right of the left sternal border. 

Partial displacement to the right is frequently 
observed, but according to reports in the literature, 
complete acquired dextrocardia is relatively less 
common than congenital dextrocardia. 

Acquired dextrocardia may be due to pressure on 
the heart and mediastinum exerted from the left or 
to a pull from the right. The pull to the right may 
be exerted directly by contracting bands attached 
directly to the pericardium, by a shrinking lung fixed 
to the wall of the chest on the one side and to the 
pericardium on the other, and by the negative 
pressure produced by the contracting cicatrizing or 
atelectatic lung. The left lung is typically emphyse- 
matous and hypertrophied, the emphysema and 
hypertrophy being compensatory. 

Cicatricial contraction of the lung of sufficient 
grade to produce an attraction dextrocardia is ob- 
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served in fibroid phthisis; following pneumonia, 
particularly of the interstitial type; in bronchiectasis 
with associated parenchymal suppuration and scle- 
rosis; and in carcinoma of the lung. The author has 
observed three cases of carcinoma of the lung pro- 
ducing dextrocardia. 

In the literature there are reports of a few cases of 
left pleural effusion with dextrocardia in which the 
heart became fixed by adhesions and remained in its 
new position after the effusion cleared up. 

The most frequent cause of partial cardiac dis- 
placement is pulmonary tuberculosis. Fishberg 
wrote that in advanced cases it is exceptional to find 
the heart in its normal place. 

The most characteristic symptoms of attraction 
dextrocardia are dyspnoea on relatively slight exer- 
tion, cyanosis, and tachycardia. 

The outstanding physical signs are a cardiac im- 
pulse to the right of the sternum, a characteristic 
marked extensive inflammatory process of the right 
lung, and emphysema of the left lung with absence 
of left cardiac dullness. The cardiac impulse is often 
strongest on the right axillary line and may be felt 
best below the lower angle of the right scapula. 

Roentgenographic examination shows the heart 
shadow to the right and increased translucency of 
the emphysematous left lung. On the right side the 
lung field is decreased, the intercostal spaces are 
narrowed and the ribs slant more in the direction of 
the long axis of the body than on the left side. 

The differential diagnosis between congenital and 
acquired dextrocardia is based on the position of the 
abdominal viscera and on the electrocardiogram. 
The acquired type gives normal electrocardiographic 
tracings while the congenital dextrocardia is said 
always to produce characteristic deviations. 

With regard to the treatment of acquired dex- 
trocardia the author says: ‘‘When the right lung is 
so badly scarred that it shrinks to the extreme grade 
evidenced by the retraction of the mediastinum and 
the narrowing of the thoracic cavity, the possibility 
of its ever resuming its respiratory function can be 
definitely excluded. What more urgent indication 
can be cited for collapsing the wall of the chest to 
allow for this inevitable shrinkage and to relieve the 
tension on the mediastinal structures? If this is 
accepted in principle, why should collapsing of the 
wall of the chest be deferred until a complete dex- 
trocardia has developed?” 

Howarp A. McKnicut, M.D. 


Ochsner, A., and Herrmann, G. R.: Experimental 
Surgical Relief of Experimentally Produced 
Pericardial Adhesions. Arch. Surg., 1929, xviii, 


36s. 
Shipley, A. M., and Horine, C. F.: Experimental 
Pericarditis. Arch. Surg., 1929, xviii, 386. 


In experiments on animals carried out by Ocus- 
NER and HERRMANN, the pericardium was carefully 
opened, inorganic or organic substances were in- 
jected into the pericardial cavity to stimulate the 
formation of adhesions, the pericardium and chest 
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were carefully closed, and at a secondary pericardiot- 
omy the adhesions were cut. In one group of 
animals, section of the adhesions was followed by 
the introduction into the pericardial cavity of a 
vegetable digestant and salt solution, and in a 
second group, by the introduction of normal salt 
solution alone. In a third group, nothing was done 
besides division of the adhesions. The following 
conclusions are drawn: 

Intrapericardial and extrapericardial adhesions 
produce cardiac embarrassment. Extrapericardial 
adhesions are usually associated with intraperi- 
cardial adhesions. Cardiolysis is only a palliative 
procedure to be used in late stages. The ideal time 
for surgical intervention in pericarditis is during 
the acute purulent stage, at which time external 
drainage is indicated. Adhesions, which invariably 
result, can be treated best after the acute stage 
has subsided. Evidence is submitted that, experi- 
mentally at least, the recurrence of pericardial adhe- 
sions following their division can be prevented by 
the introduction of a vegetable digestant into the 
pericardial cavity. In control animals in which 
either nothing or only saline solution wasintroduced, 
the adhesions invariably recurred. The use of the 
vegetable digestant is of value only after the acute 
infection has subsided. During the acute stage, 
adhesions are desirable to limit the infection. 

SHipLey and HoriNeE report experiments with re- 
gard to pericarditis which were carried out princi- 
pally on dogs, but also on turtles. They devised a 
very ingenious method by which the heart could be 
observed through a window consisting of an inverted 
glass tumbler carefully sutured into the chest wall. 
The opening of the pericardium was made by means 
of a long knife inserted into another part of the 
chest. By means of these procedures, the authors 
were able to observe the pericardium and avoid the 
changes which might have been brought about by 
the establishment of a pneumothorax. They noted 
that the pericardium follows the movements of the 
heart in each cardiac cycle almost as though it were 
a fixed part of the heart. Small amounts of fluid in- 
jected into the pericardium circulated from the 
apex to the base and from the base to the apex, but 
when air was injected into the pericardium it was 
apparently forced to the base and remained there 
even when the animal was placed in different posi- 
tions. 

Large effusions in the heart, provided their accu- 
mulation was slow, caused much less disturbance 
than had been expected. The authors therefore 
conclude that heart tamponage is to be feared only 
when pericardial effusions are very large or collect 
rapidly. 

The authors’ experience with dogs and their ob- 
servations on patients makes them doubt the effi- 
ciency of drainage as it is usually practiced for the 
relief of pyopericardium. Since there is a tendency 
for adhesions to form around the ventricles and for 
fluids in the sac to accumulate around the auricles, 
the drains become sealed off. They therefore suggest 





the possibility of trephining the sternum over both 
the base and the apex of the heart and making two 
small openings in the pericardium, one at the top 
and one at the bottom. 

As regards the position of the heart within a dis- 
tended pericardium and in purulent pericarditis, it 
was found that the apex was always against the 
anterior pericardium. This was at first a disturbing 
observation as it caused doubt in several instances 
as to the presence of fluid within the sac. 

In conclusion the authors state that as the pres- 
sure everywhere within the thorax, except in the 
lung itself, is lower than that of the atmosphere, and 
as the function of the wall of the chest is undoubtedly 
to maintain a negative pressure within the thorax, 
it is not unreasonable to suspect that the heart may 
be disturbed by exposure to atmospheric pressure 
and that closed drainage of the pericardium in puru- 
lent pericarditis might give better results than open 
drainage. Raven B, Betrman, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Stewart, M. J., and Hartfall, S. J.: Chronic Peptic 
Ulcer of the @sophagus. J. Path. & Bacteriol., 
1929, XXXii, 9. 

The authors report a case of chronic ulcer of the 
cesophagus in which autopsy revealed two large 
patches of heterotopic gastric mucous membrane of 
the fundal type at the level of the cricoid cartilage 
and microscopic examination of these patches showed 
numerous oxyntic cells capable of secreting acid gas- 
tric juice. They believe it possible that the presence 
of such tissue in the cesophagus associated with 
spasm of the cardia contributed to the chronicity of 
the ulcer by maintaining active gastric juice in the 


oesophagus. Manuet E, Licurenstein, M.D. 
MISCELLANEOUS 
Heuer, G. J.: Thoracic Tumors. Arch. Surg., 1929, 
xviii, 271. 


Singer, J. J.: Thoracic Tumors: A Roentgen Study. 
Arch. Surg., 1929, xviii, 283. 

LeWald, L. T.: The Roentgenological Diagnosis of 
Thoracic Dermoids. Arch. Surg., 1929, xviii, 300. 


HEUER states that the total number of tumors of 
the bony chest wall reported to date is about 240. 
Nearly 80 per cent were tumors of the ribs and 20 per 
cent were tumors of the sternum. From 60 to 65 per 
cent were sarcomata, 18 per cent were chondromata. 
and 11 per cent were carcinomata. The operative 
mortality has been reduced from 30 to about 15 per 
cent, but the late results have not been satisfactory. 
The results are best in cases of benign tumors. 

Mediastinal tumors of the benign type include der- 
moid and other cysts and connective tissue tumors. 
One hundred and thirty-five dermoid cysts have been 
reported. Many of these were found at autopsy. To- 
tal extirpation has the lowest operative mortality 
and has resulted in a cure in go per cent of the cases. 
Other types of cysts of the mediastinum are very 

















rare. The benign connective tissue tumors of the me- 
diastinum include fibroleiomyomata, xanthomata, 
chondromata or chondromyxomata, fibromata, lipo- 
mata, ganglioneuromata, and hour-glass tumors. 
Most of these are rare, but hour-glass tumors arising 
from the spinal nerves are not infrequent. The latter 
produce symptoms of cord and mediastinal compres- 
sion. Operation for hour-glass tumors has yielded 
only fair results. 

The malignant tumors of the mediastinum include 
lymphomata, lymphocytomata, lymphosarcoma, and 
Hodgkin’s disease. The simple lymphoma is rare. 
The lymphocytoma is characterized by a predomi- 
nance of small cells resembling lymphocytes. Lym- 
phosarcoma is the most common of the mediastinal 
tumors. It fills up the space bet ween the vessels, sur- 
rounds the trachea and oesophagus, involves the 
pleura and lungs, and metastasizes early. Hodgkin’s 
disease rarely begins in the mediastinum. As a rule 
it is easily recognized. 

With regard to the thymus, the author limits his 
discussion to the primary malignant tumors. ‘The 
most common of these are the lymphosarcomata, 
thymomata, and carcinomata. Sarcomata arise from 
the connective tissue elements of the mediastinal 
lymph glands, thymus, sternum, ribs, or spine. The 
carcinomata other than those arising from the reticu- 
lum cells of the thymus are the result of extension 
from a carcinoma primary in the lung, trachea, bron- 
chi, breast, oesophagus, or elsewhere. 

In discussing malignant tumors of the pleura, the 
author reviews the difficulty in the differentiation of 
these neoplasms. More than too have been reported 
in the literature. ‘They occur in 2 forms, the diffuse 
and the circumscribed. The former appear in the 
form of multiple nodules or flat elevations which 
fuse. The pleura becomes thickened and eventually 
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is converted into a diffuse, firm opaque mass covering 
or compressing the lung. The condition is associated 
with a bloody exudate. The circumscribed form 
gives rise to globular tumor masses of varying size 
which cast a circumscribed shadow in the roentgen- 
ray film. 

Tumors of the lung include echinococcus, dermoid, 
and other cysts; benign tumors such as fibromata, 
lipomata, enchondromata, osteomata, angiomata, 
lymphomata, and adenomata; and malignant tumors 
which include endothelioma, carcinoma and sarcoma. 
Seven hundred cases of primary carcinoma have been 
reported. The etiology and treatment of this condi- 
tion is discussed. 

SINGER states that the diagnosis of thoracic lesions 
has been greatly advanced by the use of iodized oil, 
pneumothorax, and the proper position for roentgen 
study. He reports in detail 8 cases illustrating the 
value of these procedures. He believes that in all 
cases of lung abscess in persons more than forty years 
of age malignancy should be suspected if the condi- 
tion has been present for several months. 

LeEWALD has discovered a number of intrathoracic 
dermoids in the course of routine roentgenological 
examinations of the chest. He states that the differ- 
ential diagnosis between dermoid cysts and other le- 
sions can often be made successfully by repeated 
roentgen examinations in various positions, especially 
in the direct lateral position, with an interval of sev- 
eral weeks or months between the examinations in 
doubtful cases. Pulsation in this type of tumor may 
be transmitted and suggest an aneurism. An impor- 
tant characteristic of the dermoid is its slow growth. 
Teratoma may be multiple. LeWald reports 3 cases 
of dermoid tumor. In 1, the cyst ruptured into a 
bronchus and spontaneous healing occurred. 

WitiiaMm J. Pickerr, M.D. 





SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


De Sanctis, A. G., and Nichols, R. A., Jr.: Primary 
Peritonitis in Children. Arch. Pediat., 1929, xlvi, 
17. 

Primary peritonitis is defined by the authors as 
that form of peritonitis which develops in the ab- 
sence of intra-abdominal disease. 

Of thirty-eight cases of peritonitis in children, 
excluding localized peritonitis due definitely to 
ruptured or gangrenous appendicitis, which were 
seen in the babies’ wards of the New York Post- 
graduate Hospital during a period of ten years, 
twenty-one (55 per cent) were of the primary type. 

The factors predisposing to primary peritonitis 
are unhygienic surroundings, addiction to alcohol, 
hereditary influences, attacks of indigestion, mal- 
nutrition, wasting diseases, and trauma. In various 
reports it is stated that the condition occurs about 
three times as frequently in females as in males, but 
in the series of cases reviewed by the authors it 
occurred about equally often in both sexes. The ages 
of the children whose cases are reviewed ranged from 
seven weeks to thirteen years. Five of the patients 
were under one year of age, eight under two years, 
and fourteen under five years. 

The bacteria most frequently found are the 
pneumococcus and streptococcus hemolyticus. In 
the cases reviewed by the authors the streptococcus 
hemolyticus was the most common micro-organism. 
The bacteria may attack the peritoneum by way of 
the blood stream, the gastro-intestinal tract, the 
external genitalia and fallopian tubes in females, or 
the lymph stream. In most of the cases reviewed by 
the authors the focus of infection was above the 
diaphragm. 

The onset of the condition is almost always sud- 
den. In fourteen of the cases reviewed vomiting 
was one of the initial symptoms. In fifteen cases 
pain was apparently present although this is difficult 
to ascertain in the cases of infants. Constipation and 
diarrhoea were about equal in frequency and seemed 
to be of no diagnostic significance. The most out- 
standing symptom was the rapid development of an 
intense toxemia. 

One of the most frequent physical signs was 
tenderness. Distention was almost always present. 
The intense and board-like rigidity typical of 
peritonitis was found in very few cases. In almost 
half of the cases rigidity was absent and in the re- 
mainder it varied in degree. The presence of fluid in 
the abdomen was demonstrated by shifting dullness 
in the flanks in fewer than half of the cases. 

The disease ran a septic course with an unusually 
high temperature ranging from 102 to 107 degrees F. 
The leucocytosis was usually high, the average white 
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cell count being 19,200 and the polymorphonuclear 
percentage ranging from 80 to 96. 

In ten of the cases the infection could be attributed 
indirectly to acute infection of the upper respiratory 
tract or middle ear disease. In four of the cases the 
peritonitis was a complication of nephrosis. 

The gross mortality was 85.7 per cent. In the 
eight cases which were not operated upon the 
mortality was 100 per cent and in the thirteen cases 
treated by laparotomy and drainage, 76.9 per cent. 

The authors conclude that primary peritonitis in 
children is more common than is generally believed 
and that laparotomy and drainage are undoubtedly 
indicated in this condition. 

J. Epwin Kirkpatrick, M.D. 


GASTRO-INTESTINAL TRACT 


Faber, K., and Holst, J. E.: Gastric Secretion in 
Gastric Achylia and Hypochylia (Ventrikelsekre- 
tion bei Achylia und Hypochylia gastrica). Acta 
med. Scand., 1928, \xix, 46. 

A study of the gastric secretion after various 
test meals and after the injection of histamin was 
undertaken in the cases of twenty-six patients. In 
twenty-two, the Congo-red reaction was negative 
following Ewald’s test breakfast, and in four, both 
negative and positive reactions were obtained after 
repeated test meals. 

A comparative study with fractional removal 
showed that the Ehrmann alcohol test meal is a very 
weak stimulant for gastric secretion. Ryle’s oatmeal 
broth test breakfast had a somewhat stronger effect. 
The most marked effect was exerted by histamin 
and a zwieback test meal. 

After the injection of histamin the Congo-red re- 
action was positive in the cases of all of the four 
patients who showed varying results after the Ewald 
test breakfast, whereas a positive result was ob- 
tained in only eight of the twenty-two patients who 
showed a negative Congo-red reaction with the 
Ewald test breakfast. 

After the injection of histamin in the cases of pa- 
tients with achylia no distinct effect was observed 
upon the amount of the secretion. 

In almost all of the cases there was an increase 
in the pepsin content of the secretion after the in- 
jection of histamin. This effect begins earlier and is 
stronger and more persistent than the effect upon 
the production of acid. Similarly, the effect upon 
the pepsin content may be very pronounced in cases 
in which no production of acid is demonstrable. 

When no effect upon the production of acid was 
demonstrable after the injection of histamin, there 
was usually no effect upon the hydrochloric acid 
concentration. 
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In most of the cases a small pepsin content was 
associated with a low hydrochloric acid concentra- 
tion. However, this relationship between the pepsin 
and hydrochloric acid concentration was not con- 
stant. Louts NEuwELT, M.D. 


Konjetzny, G. E.: Is There an Indication for the 
Surgical Treatment of Gastritis? (Gibt es eine 
Anzeige zur chirurgische Behandlung der Gastritis?) 
Arch. f. klin. Chir., 1928, cli, 370. 


The author describes the various forms of gastritis 
and reviews a number of case histories. He reports 
three cases in which acute gastritis produced the 
clinical picture of acute peritonitis or acute gastric 
perforation. In two of these cases medical treatment 
was sufficient, whereas in the third surgical treat- 
ment was indicated. Severe hemorrhage may con- 
stitute an indication for surgery as acute gastritis 
may cause fatal bleeding. The diagnosis of the 
cause and the localization of the bleedings are 
difficult. In some cases a gastrotomy may be of di- 
agnostic aid. Operation is to be considered only 
under particularly favorable circumstances. It may 
be possible to avoid operation on the stomach itself 
and restrict surgical intervention to jejunostomy. 
The uncomplicated acute gastritis or simple ulcerous 
gastritis should be treated surgically only when 
medical treatment has failed to effect a cure after 
a sufficiently long trial. 

Chronic gastritis is also of various types. The type 
which leads to pyloric stenosis (stenosing gastritis) 
is suitable for surgical treatment. Autopsy in cases 
of this type shows a definite hypertrophy of the 
musculature of the pylorus and antrum manifested 
by surprising rigidity. In the atrophic-hypertrophic 
form of chronic gastritis resection is indicated if the 
diagnosis is certain. The chief diagnostic aids are 
roentgen examination and gastroscopy. The plaque 
and polyp types of hyperplasia of the mucosa are 
of particular importance as they are precancerous 
conditions. In simple atrophic gastritis the de- 
cision as to the advisability of surgery is very 
difficult. The author reports a case in which a very 
small carcinoma was discovered only after the 
examination of numerous serial sections. 

The entire gastritis problem, and especially the 
problem of surgery in gastritis, is very complex. 
However, the indication for surgery in carefully 
selected cases cannot be doubted and is recognized 
by internists. RoeEDELIus (Z). 


Bockus, H. L., and Bank, J.: Upper Gastro-In- 
testinal Disease Associated with Syphilis. Am. 
J. Syphilis, 1929, xiii, 30. 

The authors have studied twenty-three cases of 
disease of the upper gastro-intestinal tract in which 
it was necessary to consider the possibility of syphi- 
lis. According to the non-specific lesion they sug- 
gested, these cases are divided into the following 
four groups: Group 1, four cases suggesting gastric 
ulcer; Group 2, two cases suggesting gastritis with 
achlorhydria; Group 3, five cases suggesting scirrh- 


ous carcinoma or diffuse fibrosis; Group 4, five cases 
with gastric retention; and Group 5, seven cases with 
duodenal deformity suggesting ulcer. 

In Group 1 the observations of particular signifi- 
cance were: (1) the failure of ordinary ulcer manage- 
ment; (2) symptomatic relief and disappearance of 
the anatomical defect after anti-syphilis treatment; 
(3) a gastric acidity similar to that associated with 
peptic ulcer; (4) symptoms like those of simple peptic 
ulcer except for a greater loss of weight; and (5) a 
tendency toward multiple deformities demonstrable 
by the roentgen ray. 

With regard to the cases in Group 2, the authors 
state that in their opinion a catarrhal gastritis and 
achlorhydria associated with evidence of syphilis 
may represent early gastric changes associated with 
lues but cannot be classified as gastric syphilis as the 
gastric condition does not differ in any respect from 
the gastritis associated with chronic alcoholism, cir- 
rhosis of the liver, etc. 

In cases of the type of those in Group 3 the history 
is somewhat longer than that of scirrhous carcinoma 
of the stomach and the weight loss occurs less rapid- 
ly. The patient does not appear as ill as would be ex- 
pected from the extent of the gastric involvement 
shown by the roentgen ray. The fibrosis is not al- 
ways permanent. It is sometimes necessary to con- 
tinue the therapeutic test for as long as six months 
before a definite conclusion can be drawn from it, but 
this is not always advisable if the case is operable 
since there can be no doubt that gastric cancer is 
more common than gastric syphilis. 

In the cases in Group 4 the important features in 
addition to the gastric retention were a history sim- 
ilar to that of duodenal ulcer, the presence of hyper- 
acidity, and multiplicity of the lesions. A tendency 
to bleed was present in only two instances. For such 
cases the authors advise palliative operation before 
prolonged anti-syphilis treatment is given. 

In discussing the cases in Group 5, the authors 
state that in their opinion the majority of syphilitics 
with duodenal deformity have a simple peptic ulcer. 
Four of their patients in Group 5 reported relief from 
their symptoms and two who were re-examined 
showed marked improvement in the duodenal defect 
after specific treatment. Two patients received the 
usual benefit from ordinary ulcer management. 

Of the total number of twenty-three cases re- 
viewed, eleven responded to anti-syphilis treatment. 
Neoarsphenamine was found preferable to mercury 
and the iodides. Multiple defects were present in 
fourteen cases. Achlorhydria was not found as often 
as expected, and the authors do not consider its pres- 
ence essential for the diagnosis of gastro-intestinal 
syphilis. Wiiuam J. Pickett, M.D. 


Brown, H. P., Jr.: Perforation of Peptic Ulcer. 
Ann. Surg., 1929, 1xxxix, 209. 

The author reviews a series of 100 cases of per- 
forated peptic ulcer which were operated upon at 
the Pennsylvania and Presbyterian Hospitals, 
Philadelphia, Pa. Ninety-five of the patients were 
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males. ‘Two were under twenty years of age, 26 
between twenty and twenty-nine years, 27 between 
thirty and thirty-nine years, 17 between forty and 
forty-nine years, 17 between fifty and fifty-nine 
years, and 7 over sixty years of age. The ages of 4 
are not stated. At the time of their admission to 
the hospital, 64 of the patients showed shock and 
rigidity; 22, rigidity but not shock; 2, shock but not 
rigidity; and 5 neither shock nor rigidity. In the 
case reports regarding 7 there is no mention of 
shock or rigidity. In 95 cases the chief complaint 
was high or generalized abdominal pain with or 
without vomiting. Six patients gave a history of 
hamatemesis, 2 had melawna, and 2 had both hama- 
temesis and melena. 

In the differential diagnosis of perforated peptic 
ulcer it is necessary to rule out acute appendicitis, 
acute cholecystitis, acute pancreatitis, thoracic in- 
fection, mesenteric embolus, tabetic crises, volvulus, 
and intestinal obstruction. 

Of 54 patients who were operated upon within 
twelve hours, 14 died, a mortality of 28 per cent, 
whereas of 14 who were operated upon within from 
twelve to twenty-four hours, 8 died, a mortality of 
57 per cent. 

As patients with perforation of a peptic ulcer are 
frequently poor surgical risks, the anaesthetic pre- 
ferred for operation was nitrous oxide-oxygen with 
sufficient ether to obtain relaxation. 

The diagnosis of perforation is an indication for 
immediate operation regardless of the general con- 
dition, unless, of course, the patient is moribund. 
If the case is seen early, the author favors gastro- 
enterostomy or pyloroplasty in addition to local 
treatment of the ulcer. Drainage is advisable 
whether the peritonitis is local or general. The 
author introduces a cigarette drain into the pelvis 
through a separate stab wound made in the lower 
part of the abdomen. 

Twenty-four of the patients whose cases are re- 
viewed developed peritonitis, either local or general, 
with symptoms persisting beyond the second post- 
operative day. Six in this group died. Six patients 
died from pneumonia. The total mortality was there- 
fore 33 per cent. Cuarwes F, DuBois, M.D. 


Goullioud: The Treatment of Ulcers of the Stom- 
ach by Pylorectomy and Pyloric Hemigastrec- 
tomy (Du traitement des ulcéres d’estomac par 
pylorectomie et ’hémigastrectomie pylorique). Lyon 
chir., 1928, xxv, 526. 

The author presents twelve drawings of pylorec- 
tomies for ulcers of the pylorus or the lesser curva- 
ture of the stomach. He has operated for every 
suspicious induration. In the cases of patients who 
had lost too much weight or were too weak and in 
cases in which the lesion appeared to be simply 
cicatricial he has performed a gastro-enterostomy, 
whereas in the cases of patients with more resistance 
he has performed a pylorectomy if the lesion was 
sufficiently limited and mobile, even if ajpresumptive 
or definite diagnosis of ulcer had been made. 








The drawings show the extent of the exeresis. 
Preliminary re-establishmenti’of gastro-intestinal con- 
tinuity assures the immediate emptying of liquids so 
that free exeresis does not increase the severity of 
the operation. When there is doubt as to the nature 
of the lesion it is of great advantage. It is doubtless 
of value also in ulcerous gastritis. 

Local anesthesia induced with Billroth’s mixture 
greatly diminishes the risk of pulmonary complica- 
tions. The first step in the operation is the estab- 
lishment of the posterior transmesocolic gastro- 
enterostomy. Goullioud makes a three-layer suture 
with linen thread. The anastomosis is done far 
enough to the left so that it will not cause any in- 
convenience in the exeresis. Goullioud generally 
makes a direct non-isoperistaltic anastomosis parallel 
with the greater curvature and not far from it on 
the posterior surface of the stomach. However, if 
the efferent loop is discovered to tend from the 
ligament of Treitz toward the right, he makes an 
isoperistaltic anastomosis. At first he performed 
the gastrojejunal implantation of Kocher, but later 
adopted the Billroth LI procedure. 

The extensive exeresis lessens the risk of perfora- 
tion, hemorrhage, and recurrence and is especially 
valuable in cases of ulcerocancer. In Goullioud’s 
opinion, ulcers do not undergo cancerous degenera- 
tion. In none of his cases has a peptic ulcer de- 
veloped. 

In 1907, Goullioud performed his first complete 
resection of a prepyloric pocket. The patient was a 
woman twenty years of age whose stomach had 
become bilocular as the result of an old ulcer of the 
lesser curvature. ‘The pyloric pocket was small. 
Hemigastrectomy was performed successfully and 
fifteen years later the result still remained excel- 
lent. 

In three other cases good results lasting for six, 
fourteen, and five years respectively were obtained 
without restriction of the patients to any special 
diet. 

The author has performed very few mediogastric 
operations, but in at least one case the result of 
such a procedure was less satisfactory than that of 
hemigastrectomy. However, he performs a medio- 
gastric operation when large size of the pyloric 
pocket and small size of the cardiac pocket would 
render hemigastrectomy too difficult and dangerous. 
In two cases of bilocular stomach a two-stage opera- 
tion was decided upon and the first stage, gastro- 
enterostomy on the cardiac pocket, was done. The 
results after three and two years respectively were 
so satisfactory that the patients declined further 
treatment. In one case a gastrogastrostomy was 
necessary because of the peculiar deformity of the 
stomach. 

In another case a gastric ulcer opened into the 
posterior omental cavity, a fact discovered after 
operation had been begun. The tumor was resected 
en bloc with gastric resection and resection of 25 cm. 
of the transverse colon. The cure has lasted for 
fourteen years. PAce. 
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Schwartz: Cancer of the Stomach; Gastropylorec- 
tomy and Re-Establishment of Continuity by 
the Péan Procedure; Excellent Clinical and 
Roentgenological Result (Cancer de l’estomac; 
gastropylorectomie et rétablissement de la con- 
tinuité par un Péan; résultat excellent clinique et 
radiologique). Bull. et mém. Soc. nat. de chir., 1928, 
liv, 1162. 


The case reported was that of a woman sixty-six 
years of age who had suffered from gastric pain and 
vomiting for one year and had lost weight. For a 
month, the pain had recurred after every meal. 
There was no history of hamatemesis or melana. 

Physical examination revealed a painful zone in 
the epigastrium, and roentgen examination showed a 
lacuna on the lesser curvature toward the median 
portion of the stomach. 

At operation, a mobile tumor the size of an orange 

yas removed from the median portion of the stom- 
ach. Gastropylorectomy according to the classical 
technique was performed with anastomosis accord- 
ing to the Péan technique. The tumor was vegeta- 
tive. It was attached to the anterior wall and lesser 
curvature of the stomach. Recovery was uncom- 
plicated. 

Recent re-examination with the X-ray showed 
that the test fluid filled the stomach normally to the 
pyloric region. At the arrival of the barium, the 
pyloric opening allowed the evacuation of about a 
mouthful, but then became continent and evacua- 
tion became normal. Bolus succeeded bolus slowly 
and with a regular rhythm. There was no painful 
point in the stomach. PAce. 


Udaondo, C. B., and Novas, M.: Fatal Gastric 
Tetany from a Cancerous Ulcer of the Pylorus 
(Tetania gAstrica mortal por Glcero-cAncer pilérico). 
Arch. argent. de enferm. d. apar. digest., 1928, iv, 203. 

The patient whose case is reported was a man 
forty-one years of age who gave a vague history of 
dyspepsia terminating in a pyloric syndrome with 
repeated vomiting and pronounced gastric dis- 
tention. He entered the hospital in poor condition 
and after two days began to have generalized tetany 
recurring at short intervals. He died in coma. 

This case presented the two most constant factors 
responsible for gastric tetany—stenosis of the 
pylorus and repeated vomiting. There was also 
considerable dilatation, which is believed by many, 
although not by the authors, to be necessary for the 
development of tetany. The stenosis was caused by 
a cancer secondary to an ulcer. 

In the authors’ opinion, a change in the chemical 
composition of the blood is of considerable impor- 
tance in the causation of tetany. Alkalosis is shown 
by an increased bicarbonate content and a decreased 
hydrogen-ion concentration. The alkali reserve 
may be extreme, causing increased nervous excit- 
ability. This change is due to the loss of acid in the 
vomitus causing secondary hypochloremia.  Al- 
though in the case reported it was impossible to 
make all of the tests because of the rapid course of 


the condition, an appreciable increase in the alkali 
reserve with a distinct hypocalcemia was demon- 
strated. The theory has been advanced that the 
decrease in ionized calcium is the cause of the con- 
tractures, but this requires further proof. 
Generalized gastric tetany is always very serious. 
Its mortality varies from 70 to 90 per cent, but by 
operative treatment has been decreased to from 27 
to 30 per cent. Operation to re-establish the motor 
function of the stomach should be performed at 
once. In the authors’ case this was impossible be- 
cause of the patient’s poor general condition. 
Auprey G. Morecan, M.D. 


Chamberlain, D.: A New Method of Approach in 
Gastric Surgery. Brit. M.J., 1920, i, 343. 


From the point of view of radical excision, cases 
of carcinoma of the stomach fall into three groups: 

1. Cases in which the growth is confined to the 
stomach, the stomach is not fixed, and an immediate 
partial gastrectomy may be done. 

2. Cases with secondary deposits in the liver or 
elsewhere which are obviously inoperable. 

3. Cases in which there are no secondary depos- 
its, but on account of the size and fixation of the 
growth it is doubtful whether an excision can be 
done. 

The author reports two cases belonging to the 
last group in which the abdomen was opened and a 
large dose of deep X-ray irradiation was given 
directly to the tumor. Six weeks after this treat- 
ment the growth was considerably shrunken and 
much more freely movable and a partial gastrec- 
tomy was done without difficulty. 

If a dose of the strength which can be applied 
directly to the exposed growth were given as a 
pre-operative measure there would be danger of 
causing an X-ray burn. Moreover, experience 
shows that one large dose is considerable more effi- 
cacious than a number of small doses given at inter- 
vals by the crossfire method. Samuet Kaun, M.D. 


Finney, J. M. T., and Rienhoff, W. F., Jr.: Gastrec- 
tomy. Arch. Surg., 1928, xviii, 140. 


From a review of the literature on the function of 
digestion in gastrectomized animals and patients, the 
authors conclude that patients as well as animals, 
when properly fed as regards the consistency and 
amount of food and periods of feeding, can get along 
without a stomach. The physiological digestion of 
protein, fats, and carbohydrates is not seriously 
affected by exclusion of the pepsin and hydrochloric 
acid of the gastric juice. It is extremely difficult, 
however, to be absolutely certain at the operating 
table that all trace of the gastric mucosa has been 
removed. Microscopic study is necessary to deter- 
mine just where the gastric mucosa ends and the 
cesophageal mucosa begins. If the slightest trace of 
gastric mucosa remains following the operation or if 


‘gastric mucosa is present in the lower end of the 


cesophagus, the function of the gastric mucosa will 
probably be re-established. 
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It must be conceded that a better clinical, physi- 
ological, and mechanical result is to be expected if 
the surgeon leaves a portion of the gastric mucosa, 
however small, but from present indications this 
does not appear to be absolutely necessary for the 
patient’s life or well-being. SAMUEL Kaun, M.D. 


Rowlands, R. P.: Volvulus of the Intestine. Brit. 
M. J., 1929, i, 287. 


Volvulus may occur in any of the movable viscera 
but is most common in the sigmoid colon, cecum, 
and spleen and in ovarian cysts and subperitoneal 
fibroids. Occasionally a lax liver or stomach may 
become rotated. 

The signs an’ symptoms of acute volvulus are 
those of acute atestinal obstruction. Severe spas- 
modic pain in th + abdomen occurs with characteristic 
vomiting, constipation, and collapse associated with 
a slow, weak pulse and a subnormal temperature. 
A history of previous similar attacks with rapid dis- 
tention of the abdomen is very suggestive. Volvulus 
is differentiated from other types of intestinal ob 
struction chiefly by its very sudden onset, the rapid 
progress of its symptoms, and the marked tympanites 
it causes. 

As a rule, radical operation should be deferred 
until the acute crisis is past. 

Rowlands reports four cases. 

The first case was that of a woman forty-five years 
of age who gave a history of chronic indigestion and 
visceroptosis with hydronephrosis. In 1922 she had 
had a gastro-enterostomy for duodenal ulcer and an 
appendectomy. Five years later she experienced a 
sudden attack of severe abdominal. pain. Enemata 
failed to cause the evacuation of either faces or 
flatus. Operation was performed the following day 
through a low paramedian incision. The caecum was 
found to be greatly distended and to have made two 
complete clockwise rotations toward the left, thereby 
completely obstructing the ascending colon. The 
volvulus was untwisted, the cacal contents were ex- 
pressed into the transverse colon, a valvular cacos- 
tomy was performed, and a long rubber tube % in. 
in diameter was passed through a stab wound at the 
iliac crest into the lumen of the cecum. The caecum 
was then sutured in contact with the parietal peri- 
toneum. Recovery resulted. The patient was in per- 
fect health three years later. 

The second case was that of a woman who had 
suffered since childhood from very severe constipa- 
tion with attacks of abdominal pain without fever. 
She was believed to have chronic appendicitis. At 
operation, the appendix was found to be oedematous 
and white and the cecum greatly dilated and in a low 
position. There was a white mark on the ascending 
colon indicating the site of former twistings of the 
ileum on the colon. An anastomosis was made be- 
tween the anterior side of the caecum and the de- 
scending part of the transverse colon. The constipa- 
tion and pains have been apparently cured. 

The third case was that of a woman sixty-one 
years of age who was operated upon for acute in- 


testinal obstruction. When the greatly distended 
colon was accidentaily opened by the surgeon, gas and 
feces escaped with a loud report. Malignant stric- 
ture of the sigmoid was diagnosed, a Paul tube in- 
serted, and the abdomen closed. After the operation 
the patient gradually recovered and the bowels 
moved naturally. Six years later she suddenly 
developed intestinal distention and severe pain in 
the lower abdomen. A diagnosis of volvulus of the 
sigmoid was made and the abdomen re-opened. A 
coil of sigmoid which was longer and larger than a 
coat sleeve and was rotated upon itself was found 
occupying the pelvis. The loop of distended gut was 
emptied by means of a trocar and later closed with a 
pursestring suture. ‘The bowel was attached to the 
line of incision in the abdominal parietes and the 
abdomen closed. The patient made a good recovery. 
When she was seen again three years later she was 
in good health. 

The fourth case was that of a boy fourteen years 
of age who was admitted to the hospital for repeated 
attacks of pain in the left groin. He gave a history 
of acute appendicitis five years previously which was 
treated medically. At operation, the cacum, pelvic 
colon, and transverse colon were found greatly 
dilated. The appendix was removed. Two months 
later a second operation was done for the resection 
of a pendulous twisted loop of pelvic colon. The 
resection was followed by end-to-end anastomosis. 
The patient made a good recovery. 

The mortality of volvulus approximates 50 per 
cent because operation is often delayed. In the acute 
crisis, the therapeutic indication is quick and efficient 
drainage of the distended loop above the obstruction. 

Joun W. Nuzum, M.D. 


Stabins, S. J., and Kennedy, J. A.: The Occurrence 
of Bacillus Welchii in Experimental High 
Intestinal Obstruction. Arch. Surg., 1929, xviii, 
753+ 


Stabins and Kennedy state that the bacillus 
welchii is a normal inhabitant of the intestinal tract. 
In experiments on dogs, it was found in the normal 
jejujum to in. distal to the ligament of Treitz in 
only 17 per cent of the animals, whereas under 
abnormal conditions produced by obstruction of the 
bowel at this level it was found in 94 per cent. It 
therefore multiplies rapidly in experimental high 
intestinal obstruction. Harry W. Fink, M.D. 


Beaven, P. W.: The Occurrence of Chronic Intus- 
susception in Young Children. Am. J. Dis. 
Child., 1929, Xxxvii, 373. 


Intussusception is primarily a condition of child- 
hood. In 75 per cent of the cases it occurs during the 
first year of life. In the majority it is acute, but in 
some cases it may be subacute or chronic. If the 
blood supply of the bowel is not obliterated, the 
intussusception may continue without obstruction 
and the condition becomes chronic. 

The symptoms of chronic intussusception are sel- 
dom typical and clear cut. The child may have an 
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attack of pain in the abdomen and vomit once or 
twice and during the following few days may vomit 
occasionally and experience colicky pains. The 
bowel movements become less regular and aperi- 
ents become necessary. There is no blood in the 
stool. Signs of wasting are noted. 

The author reports two cases of chronic intussus- 
ception which were treated surgically. The first 
was that of a girl three years of age who had attacks 
of severe abdominal pain becoming localized at the 
umbilicus. Operation revealed an easily reducible 
intussusception which involved Meckel’s diverticu- 
lum. At the end of the diverticulum there was a 
small tumor which proved to be an accessory pan- 
creas, 

The second case was that of a boy five years of 
age who developed a severe pain in the abdomen 
while at play. The pain soon subsided but recurred 
on the following two days. It centered at the umbili- 
cus. There was no vomiting or fever, but constipa- 
tion was present. At laparotomy thirteen days later 
an easily reduced intussusception of the ascending 
colon was found. Six months after the operation the 
patient had completely recovered. 

Joun W. Nuzum, M.D. 


Michel, A.: Acute Intestinal Invagination in an 
Infant; Operation; Serious Intoxication Cured 
by the Administration of Salt Solution (Inva- 
gination intestinale aigué chez un_ nourrisson; 
opération; accidents trés graves d’intoxication guéris 
par absorption de chlorure de sodium en solution 
hypertonique). Bull. et mém. Soc. nat. de chir., 1928, 
liv, 1415. 

A male infant four months of age was first seen by 
the author twenty-four hours after the beginning of 
signs of intestinal obstruction. He had vomited 
several times and had passed two bloody stools, his 
face was rather pinched, and his pulse was 120. His 
general condition however, was still quite good. 

Operation revealed in the upper part of the abdo- 
men an invagination 20 cm. long which involved all 
of the transverse colon. Disinvagination was easy 
except when the cecum was passed through the ring. 
The operation was completed in twenty minutes. 
The end of the small intestine and all of the ascend- 
ing colon were cedematous and brownish, but their 
vitality did not seem to be affected. 

The next day the child was in fairly good condi- 
tion, but on the second day he showed signs of very 
severe intoxication. At 8 a.m., at noon, and in the 
afternoon, 50 c.cm. of a 20 per cent salt solution 
were given by rectum. At 8 p.m. the child’s condi- 
tion showed marked improvement, but the next 
morning at 8 o’clock it was extremely poor. The 
pulse was then 160 and of poor quality, the respira- 
tion rapid, and the patient pale and almost in coma. 
An injection of camphorated oil was given and the 
administration of salt solution by rectum was re- 
newed. That evening the patient was again in good 
condition and thereafter showed continued improve- 
ment. 


GossET, who reported Michel’s case to the Society, 
stated that in his opinion the child’s life was saved 
by the salt solution. The solution was given by 
rectum because the patient was too young for its 
intravenous or subcutaneous administration. In 
three days nine injections of 50 c.cm. each of the 
20 per cent salt solution were given, but it is im- 
possible to say how much of the solution was ab- 
sorbed as part of it was expelled with the stools. 
A considerable amount must have been retained, 
but there was no trace of edema from the salt 
retention. 

In a similar case, that of a man fifty-four years of 
age, Gosset was able to save the patient’s life by the 
intravenous injection of 10 per cent salt solution. 

Gosset cited Coleman’s report in 1927 of the re 
sults of his operations for intestinal occlusion over a 
period of six years. In a first series of twenty cases 
treated by the old methods the mortality was 50 
per cent, whereas in a second series of eighteen 
cases in which intravenous injections of salt solution 
were given, the mortality was only 11.1 per cent. 

Auprey G. MoreGan, M.D. 


Davis, L.: Reflux of the Duodenal Contents 
Through the Common Bile Duct. New England 
J. Med., 1929, cc, 313. 


An unusual and serious complication of surgery 
of the common bile duct is the regurgitation of large 
quantities of duodenal fluid with digestive ferments 
through the choledochotomy wound. Davis reports 
two Cases. 

The first case was that of a woman thirty-nine 
years of age who gave a history of attacks of gall- 
stone colic over a period of a year. At operation, the 
gall bladder was found thickened and filled with 
stones and was removed. The common duct was 
dilated and the pancreas showed a nodular swelling. 
Choledochotomy was performed, but no stone was 
found. The common duct was drained with a 
catheter. 

The operation was followed by mild broncho- 
pneumonia which cleared up in a few days and by 
the discharge of large quantities of thick, flocculent 
bile which caused digestion of the skin and breaking 
down of the wound. A water-suction pump con- 
nected to a drain in the wound aspirated large 
amounts of bile-stained fluid. Death occurred on 
the seventeenth day. Autopsy was not permitted. 
Chemical examination of the wound contents failed 
to show pancreatic ferments. 

The second case was that of a man forty years of 
age who had suffered from epigastric pain for a 
month and had had jaundice during the past few 
days. Physical examination revealed acute tender- 
ness in the region of the gall bladder. 

At operation, the gall bladder was found thick- 
ened but not distended. It contained two stones. 
Cholecystectomy was performed. ‘The common 
duct was dilated and thickened and contained a 
large soft stone. The stone was removed in frag- 
ments, a probe passed through the ampulla of Vater 





24 INTERNATIONAL ABSTRACT OF SURGERY 


into the duodenum, and a rubber tube sutured into 
the common duct. 

The operation was followed by very profuse 
drainage of bile. After ten days the drained ma- 
terial resembled duodenal contents and the skin 
edges showed digestion. Suction was applied to the 
wound. Methylene blue given by mouth did not 
appear in the discharge. The patient’s condition 
was precarious. Salt solution and glucose were 
given freely. Gradually the drainage ceased and 
recovery resulted. The patient was discharged 
from the hospital one month after the operation. 

Five months later he returned with jaundice. 
The stools were found to be clay colored. At a 
second operation the common duct was found buried 
in adhesions. It was liberated and opened, and a 
soft stone the size of an almond was removed. The 
pancreas was found thickened. The opening in the 
common duct was sutured about a No. 14 catheter. 
Convalescence was uneventful. 

At a third operation, performed one month later, 
the common duct was found enormously dilated 
and a large soft stone was discovered in the saccu- 
lated portion. Following removal of the stone in 
fragments, a No. 14 catheter was passed through 
the ampulla into the duodenum for a distance of 
about 8 in. and the upper end was cut off and 
anchored to the wall of the common duct with cat- 
gut sutures. A second catheter was passed into the 
hepatic duct and brought out into the wound, and 
the common duct sutured somewhat loosely about it. 

After forty-eight hours there was profuse drainage 
from the wound and very little drainage from the 
catheter in the common duct. With suction, the 
amount of discharge reached 108 oz. in twenty-four 
hours. The discharge had a distinct bile color. The 
wound edges broke down completely and the patient 
exhibited alarming prostration and emaciation. 

On the fourth day, a jejunostomy was done under 
local anwsthesia and a catheter was inserted into the 
jejunum by the Witzel method. A transfusion of 
600 c.cm. of blood was then given and the duo- 
denal contents aspirated from the wound were re- 
introduced through the tube. Egg albumin, saline 
solution, and milk were given in the same manner. 

Immediate and remarkable improvement resulted. 
After ten days the patient was able to take nourish- 
ment by mouth, the duodenal drainage slowly ceased, 
and the wound granulated. After six weeks, the 
duodenal catheter was passed by rectum. When the 
patient was re-examined about a year later, he was 
found to be in excellent health and was working as 
an iron worker. Joun W. Nuzum, M.D. 


Nora: Acute Postoperative Occlusion of the Duo- 
denum Cured by the Intravenous Injection of 
Hypertonic Salt Solution (Occlusion aigué duo- 
dénale postopératoire guérie par injection intra- 
veineuse de sérum salé hypertonique). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 1420. 


In the case reported a supravaginal hysterectomy 
was performed on February 8, 1928, and many 





adhesions were found. At about 2 o’clock on the 
morning of February 9, the patient was seized with 
violent subcostal pain on the right side associated 
with syncope and vomiting. On February 1o, 
vomiting occurred almost hourly. The vomitus 
became greenish and then almost black. Six hundred 
cubic centimeters of highly colored urine were 
passed in twenty-four hours. The patient showed 
marked agitation and abdominal facies. Lavage of 
the stomach resulted in improvement during the 
day, but at night the hourly vomiting recurred. 

On February 11, the vomiting stopped for only 
two hours following gastric lavage at 8 a.m., noon, 
and 7 p.m. Two hundred cubic centimeters of urine 
were passed in twenty-four hours. By this time the 
agitation had given place to profound depression. 
The patient looked emaciated, her eyes were sunken, 
and her abdomen was greatly distended. 

The next day a subcutaneous injection of isotonic 
salt solution stopped the vomiting from 10 a.m, 
until 5 p.m. Another injection given at 7 p.m. 
stopped the vomiting until 11 p.m., but during the 
night the patient’s condition was very poor. The 
next morning an injection of 20 per cent salt solution 
was given intravenously and 500 c.cm. of an isotonic 
salt solution were given subcutaneously. At noon the 
patient’s condition was much better, and after an- 
other intravenous and subcutaneous injection of the 
salt solution in the afternoon it continued to improve. 

In all, the patient was given in twenty-four hours 
50 c.cm. of 20 per cent salt solution intravenously 
(equal to 10 gm. of salt) and 1 liter of isotonic salt 
solution subcutaneously. Recovery resulted. 

The author states that there is nothing illogical 
in the application of this treatment to acute post- 
operative dilatation of the stomach since death in 
such cases is due to general intoxication or dehy- 
dration, both of which are alleviated by salt solution. 

Auprey G. MorGan, M.D. 


Kaldor, J.: Atresia of the Duodenum and Duodenal 
Diverticula. Ann. Surg., 1929, 1xxxix, 6. 

Bird, C. E.: Tumors Which May Expand the Curva- 
ture of the Duodenum, Particularly Tumors 
and Infections of the Retroperitoneal Lymph 
Nodes. Ann. Surg., 1929, Ixxxix, 12. 

McQuay, R. W.: Duodenal Diverticuia and Their 
Surgical Treatment. Ann. Surg., 1929, 1xxxix, 36. 


KALDOoR reports two cases of duodenal anomaly. 
The first was-a case of duodenal atresia in a male 
child which seemed normal at birth. The child 
lived only five days and during this time vomited 
continuously, had no bowel movement, and became 
jaundiced and emaciated. A diagnosis of intestinal 
obstruction was made. At operation, the stomach 
and duodenum were found to be enormously dis- 
tended and the duodenum was discovered to end 
in a blind pouch. Nothing was done at the oper- 
ation. At autopsy, the volume of the duodenum 
was found to be several times that of the stomach. 
The duodenum ended abruptly at the point where 
it should have continued into the jejunum. The 
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entire small bowel and the colon were completely 
collapsed. The pathological diagnosis was congenital 
atresia of the duodenum. 

In the second case the anomaly was a diverticulum 
of the duodenum. The patient was a man fifty-seven 
years of age who had suffered for eight years from 
weakness, dizziness, and epigastric pain associated 
with progressive loss of weight and vomiting, and 
during the last year had had intermittent hama- 
turia. Operation was performed for the removal of a 
kidney which was the site of a large carcinoma. 
Autopsy revealed acute purulent peritonitis and 
two diverticula in the duodenum located to the right 
and left side of the ampulla of Vater and separated 
by a thin connective tissue wall containing the open- 
ing of the common duct. The diverticula were ad- 
herent to the head of the pancreas. 

BirD reports six cases of tumor of the upper 
abdomen which expanded the normal duodenal 
curvature. He states that expansion of the duode- 
nal arc should be regarded as an important sign in 
cases of immovable tumor in the region of the 
pancreas. Pancreatic cysts and pancreatitis may 
produce the deformity, but cancer of the head of 
the pancreas rarely reaches a sufficient size to cause 
more than an irregularity in the outline of the 
duodenal loop. The expansion is due most frequently 
to conditions involving the retroperitoneal lymph 
nodes, such as lymphosarcoma, Hodgkin’s disease, 
metastatic carcinoma, and tuberculosis. In many 
cases the lesion responds so well to X-ray therapy 
that operation is rendered unnecessary. 

McQuay states that in a review of the literature 
prior to 1912 he found the number of cases of duode- 
nal diverticula reported to be less than 100. Case was 
among the first to diagnose the condition by X-ray 
examination. He discovered it in 1.2 per cent of all 
complete gastro-intestinal examinations made with 
barium. Spriggs and Marxer have seen diverticula 
grow from the size of a pea to that of a walnut, and 
have described a prediverticular stage in the colon 
consisting of local inflammatory areas which give 
rise to diverticulitis if untreated. 

In the diagnosis of duodenal diverticulum the 
X-ray is of the greatest importance. The condition 
must be borne in mind in the examination of all 
patients complaining of obscure symptoms in the 
upper part of the abdomen. In many instances the 
diverticulum is first recognized when the abdomen 
is opened for an operation on the gall bladder or for 
duodenal ulcer. Perforation and hemorrhage due to 
diverticula have been reported. Smithies states that 
he has never seen a case of duodenal diverticulum 
with a history typical of duodenal ulcer. 

McQuay reports 1o cases of diverticulum of the 
duodenum. Joun W. Nuzum, M.D. 


Balfour, D. C., and Henderson, E. F.: Benign 
Tumors of the Duodenum. Ann. Surg., 1929, 
Ixxxix, 30. 


The rarity of benign tumors in the duodenum as 
compared with benign tumors of other portions of 
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the gastro-intestinal tract and the fact that they do 
not necessarily produce symptoms are the chief rea- 
sons why they are so seldom encountered in surgical 
practice. In some cases, however, they may be re- 
sponsible for serious symptoms, particularly hamor- 
rhage. 

In 1899 Heurtaux reviewed 50 cases, and in 1917, 
King added 69 cases, bringing the total number to 
119. The authors cite 8 additional cases from the liter- 
ature and report 4 cases of their own, 1 case previously 
reported by Camp, and 1 case previously reported by 
Carman. 

Three of the 6 patients observed at the Mayo 
Clinic were men and 3 were women. The ages ranged 
from twenty-two to fifty years. Two of the tumors 
were myomata, 2 were adenomata, 1 was an adeno- 
matous polyp, and 1 was a hamangioma. 

In all but 1 of the 6 cases the symptoms seemed to 
be accounted for by the presence of the tumor. The 
most significant sign was hemorrhage, which was 
severe in 4 cases. In 1 case, however, it was found 
later that the haemorrhage was due to another cause. 

In 5 of the 6 cases some form of indigestion was 
present. In 3 of these it simulated somewhat the ul 
cer type. In 1 case, a small duodenal ulcer may have 
produced the symptoms. In 1 case not associated 
with ulcer the time that has elapsed since the opera- 
tion has not been sufficient to demonstrate the im 
portance of the tumor in the production of the symp- 
toms. A tumor was not noted on examination in any 
case. In only 1 case was definite obstruction present. 
With respect to obstruction, these tumors were in 
sharp contrast to benign tumors elsewhere in the 
small bowel, which usually first attract attention by 
producing intussusception. The tumor was ulcerated 
in 3 of the 6 cases; in 2 of these the hamorrhage was 
severe. 

A diagnosis of benign tumor of the duodenum can 
be made only with the roentgen ray. However, un- 
less the tumor is large, it is difficult to visualize it on 
account of the rapid passage of the medium through 
the small bowel. Two of the tumors in the cases re- 
viewed were diagnosed as such by roentgen examina- 
tion. 

In cases of gross gastric hamorrhage or melana, 
the possibility of benign duodenal tumor should be 
considered although other lesions causing such ham 
orrhage are much more common. 

So far as the authors have been able to determine, 
no case in which a benign tumor of the duodenum 
has undergone malignant degeneration has been re 
ported. 


MacKinlay, R.: Hypertrophy of the Distal Portion 
of the Ileum. Lancet, 19209, ccxvi, 282. 

Lane is quoted as follows: “This ileal kink is 
caused by an evolutionary band produced by ab- 
normal loading of the bowel which is aggravated by 
the ‘first and last kink’.”’ 

MacKinlay believes that the ileal kink is caused 
by cicatrization of the lower leaf of the mesentery 
of the ileum resulting directly from recurrent 
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attacks of appendicitis. He classifies cases of hyper- 
trophy of the distal portion of the ileum into the 
following three groups: 

Group 1. Cases in which the cicatrization of the 
mesentery has just begun and has not yet interfered 
with the circulation of the mesentery or the ileum. 
In this group there are no symptoms other than 
those of appendicitis. 

Group 2. Cases in which the formation of scar 
tissue in the mesentery has caused mechanical inter- 
ference with the circulation of mesentery and the 
distal portion of the ileum, but does not obstruct 
the passage of the feces. 

Group 3. Cases in which the signs and symptoms 
of intestinal obstruction are superimposed on the 
signs and symptoms present in Groups 1 and 2. 

In the treatment, the appendix should be re- 
moved through a right rectus incision. The ileum 
should then be carefully examined for some dis- 
tance back from the cecum. Bands of cicatricial 
tissue present in the lower leaf of the mesentery 
should be cut. In this way the interference with the 
circulation of the ileum is removed as well as the 
ileal kink. Failure of the surgeon to separate the 
mesenteric band is undoubtedly the reason why 
many patients are not relieved after undergoing an 
operation for disease of the appendix. 

Joun W. Nuzum, M.D. 


Hartglass: Perforation of a Peptic Ulcer at Meckel’s 
Diverticulum; Operation; Recovery (Perfora- 
tion d’un ulcére peptique siégeant sur un diverticule 
de Meckel; opération; guérison). Bull. et mém. Soc. 
nat. de chir., 1928, liv, 1ogt. 

The author reports the case of a girl who was sud- 
dently seized with violent abdominal pain followed 
rapidly by the symptoms of diffuse peritonitis. On 
palpation, the pain was slightly more marked to the 
right of the umbilicus. Operation performed about 
eight hours after the development of the symptoms 
revealed a perforation in the terminal ileum from 
40 to so cm. from the ileocecal valve, at the base of 
a very much thickened and very vascular Meckel’s 
diverticulum. The diverticulum and the intestinal 
segment upon which it was inserted were resected 
and intestinal continuity was re-established by cir- 
cular enterorrhaphy. 

The mucosa of the diverticulum at the point of 
ulceration had all of the characteristics of the mu- 
cosa of the normal small intestine, but very close to 
the perforation the wall of the diverticulum showed 
the typical structure of gastric mucosa. 

The literature reports at least nine cases in which 
ulcers occurred at a point in the wall of Meckel’s 
diverticulum where the mucosa of the small intestine 
changed suddenly to mucosa of the gastric type. 
Most of the subjects were between the ages of one 
and fifteen years. The author suggests that the 
peptic activity of this island of gastric mucosa pro- 
vokes autodigestion and ulceration of the intestinal 
mucosa. If this hypothesis is correct, the mucosa of 
the gastric type should be removed. Pace. 


Erdmann, J. F., and Clark, H.: Malignancies of 
the Colon. Ann. Surg., 1929, Ixxxix, 54. 

This article is based on 315 cases of malignancy of 
the colon which were seen by Erdmann in a period of 
thirteen years. 

The authors call attention to the fact that malig- 
nancy of the large intestine is much more common 
than malignancy of the stomach. Malignancy of the 
small intestine was seen by Erdmann only once in 
five years. 

Of the cases reviewed, the malignancy was found 
in the rectum and rectosigmoid in 103; in the sigmoid 
proper in 105; in the cecum and ascending colon in 
51; in the terminal transverse, splenic, and descending 
colon in 35; and in the terminal ascending, hepatic, 
and proximal transverse colon in 21. The recto- 
anal segment is involved more frequently in females 
than in males. The rapidity of the growth of the le- 
sion is influenced by the patient’s age and the type of 
the cell. 

The symptoms vary only slightly with the site of 
the lesion. In none of the cases observed did an 
acute ileus develop, but in several cases with cramp- 
colics in the right lower quadrant of the abdomen 
operation revealed narrowing of the ileocwcal valve 
opening due to invasion by the growth. Anaemia is a 
constant finding, and is more severe the higher in the 
colon the growth occurs. 

In cases of malignancy of the cacum and ascending 
colon, palpatory and X-ray evidence is late. Malig- 
nancy in the sigmoid zone is shown earlier by the X- 
ray. 

In obstruction, partial or complete, a metallic 
tinkle heard with the ear over the cecal region when 
the opposite side is sharply pushed toward the me- 
dian line is considered an infallible sign and calls for 
immediate surgery. Proctoscopic and X-ray exami- 
nations are of inestimable value in the diagnosis. 

In the treatment the authors consider radium and 
the X-ray only when the growth is positively inop- 
erable. 

For the site of the artificial anus, Erdmann prefers 
the cecum. In rectosigmoid operations, he performs 
a sigmoidostomy and either resects the lower gut or 
turns in the lower stump as in the Coffey method. In 
cases of growths between the cecum and the lower 
sigmoid the operation of Mikulicz is applicable. End- 
to-end anastomosis with a plastic on the smaller end 
is a safe procedure between the cecum and the mid- 
transverse colon, but near and in the portion of gut 
with a wide mesenteric attachment either the side- 
to-side or the Mikulicz operation should be done. 

Operation on the lower segment is readily per- 
formed through the perineum, with or without re- 
moval of the coccyx. NaTHAN N. Croun, M.D. 


MacAuley, C. J.: The Diagnosis of Cancer of the 
Colon. Brit. M. J., 1929, i, 187. 

MacAuley states that cancer occurs more com- 
monly in the colon than in any other part of the ali- 
mentary tract with the exception of the stomach. 
Cancer of the colon is distinctly less virulent than 
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other cancers and metastasizes later. Its develop- 
ment may be divided into the following three 
stages: 

Stage 1. The precancerous stage inherent in the 
simple intestinal adenoma. Most cancers of the 
colon are adenocarcinomata. Multiple adenomata 
show a marked tendency toward malignant degener- 
ation. Multiple polypi, especially in the sigmoid, 
are prone to become malignant. The use of the 
sigmoidoscope will often differentiate adenomata 
from ulcerative colitis. 

Stage 2. The latent stage in which cancer is 
definitely present but betrays no signs of its exist- 
ence to the patient. Frequently it is a cauliflower 
growth which as yet is not bleeding or ulcerating, 
or a simple constricting growth which as yet has not 
caused obstruction. A very important and common 
sign of both colonic and gastric cancer is secondary 
anemia. 

Stage 3. The stage of observable clinical mani- 
festations. Cases of cancer of the colon are of two 
main types. In one, the effects are due to the pres- 
ence of an ulcerating mass in the bowel. In the 
other, there is a progressive narrowing of the bowel 
lumen by a constricting process. The condition 
causes diarrhoea alternating with obstinate consti- 
pation. The most important sign is severe second- 
ary anemia. This may be present even without 
the appearance of gross blood in the stools. Sooner 
or later acute intestinal obstruction occurs. 

The diagnosis of colonic cancer must be based on 
the history and the presence of anemia, visible peri- 
stalsis, local distention of the cecum, and, in some 
cases, a palpable tumor. Rectal examination may 
reveal a rectosigmoid growth. The stools should be 
examined for visible or occult blood. The sig- 
moidoscope and barium enema are important diag- 
nostic aids. Fully 50 per cent of colonic cancers 
occur in the sigmoid. Joun W. Nuzum, M.D. 


Rankin, F. W., and Chumley, C. L.: Colloid Car- 
cinoma of the Colon and Rectum. Arch. Surg., 
1929, XViii, 129. 

In the period from January 1, 1907 to January 1, 
1927, operation was performed at the Mayo Clinic 
in 3,202 cases of carcinoma of the colon and rectum. 
One hundred and fifty-eight (4.9 per cent) of the 
carcinomata were of the colloid variety. The dis- 
tribution of the latter was as follows: caecum and 
ascending colon, 42 (26.5 per cent); transverse colon, 
26 (16.4 per cent); descending colon, 3 (1.8 percent) ; 
sigmoid, 14 (8.8 per cent); and rectosigmoid and 
rectum 73 (46.2 per cent). Resection was performed 
in only 122 (70.8 per cent) of the cases of colloid 
carcinoma; palliative operations were performed in 
12 (9.8 per cent); and exploration only was done in 
24. All of the patients whose condition was inoper- 
able are dead. The average duration of life was 
seven and a half months, and the longest period of 
life was twenty-four months. 

The origin and significance of the gelatinous ma- 
terial found in the tumor designated ‘‘colloid car- 


cinoma”’ has long been a subject of interest. A 
distinction between mucus and colloid is no longer 
maintained. There seems to be little doubt that 
in tumors of the gastro-intestinal tract colloid is a 
product of secretion of the epithelial cells of the 
tumors. The manner in which mucus is formed in 
these tumors, especially those of the signet-ring 
type, has been described by McFarland. 

In 1925, Broders published a revised method of 
grading the malignancy of carcinomata. In 1928, 
Ochsenhirt, in studying the significance of mucus- 
forming cells in carcinoma of the colon and rectum, 
devised a method of grading the number of mucus- 
forming cells present. He concluded that the pres- 
ence of mucus in carcinoma of the colon and rectum 
is the result of partial differentiation of the carci- 
noma cells. The more malignant the carcinoma or the 
less the extent of differentiation, the less numerous 
the mucus-secreting cells and vice versa. 

The cases reviewed in this article demonstrate 
that in colloid carcinoma of the lower grades of 
malignancy (1, 2, and 3) there is a tendency for the 
grading of the amount of mucus present to be in- 
versely proportional to the grade of malignancy, as 
was shown by Ochsenhirt in adenocarcinoma of the 
colon and rectum. Of the cases with the highest 
grade of malignancy (4), 58.3 per cent showed the 
highest grade of mucus formation, a fact which is 
difficult to explain since, according to Ochsenhirt, 
mucus is a sign of partial differentiation. However, 
a high percentage (90.1) of colloid carcinomata of the 
colon and rectum were of a low grade of malignancy 
and showed a high grade of mucus formation. There- 
fore the grading of the amount of mucus present in 
colloid carcinoma is of value as a prognostic factor; 
Grades 2 or 3 by Ochsenhirt’s classification offer 
the best chance for postoperative longevity. 

If the lymph nodes are involved in colloid car- 
cinoma, the prognosis is unfavorable, regardless of 
the grade of malignancy or the amount of mucus 
present. 


Binkley, G. E.: The Care of the Colostomy. Ann. 
Surg., 1929, 1xxxix, 71. 

Binkley has found that in cases in which a colos- 
tomy has been done lavage of the colon as in colonic 
irrigation will prevent the expulsion of feces and the 
escape of offensive odors for from twenty-four to 
forty-eight hours. He describes an especially con- 
structed bowl which fits over the colostomy and 
allows the insertion of a soft rubber catheter into the 
colon and the attachment of an outflow tube of suffi- 
cient diameter to permit the passage of large fecal 
masses. The irrigation takes from twenty to thirty 
minutes. The only dressing required is a few layers 
of sterile gauze. NaTHAN N. Croun, M.D. 


Adam, L.: Primary Carcinoma of Bauhin’s Vaive 
(Primaerkrebs der Bauhinischen Dickdarmklappe). 
Zentralbl. f. Chir., 1928, p. 2187. 


Primary carcinoma of Bauhin’s valve is rare. It 
has the characteristics of carcinoma of the small 
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intestine. Chronic irritation and inflammation 
apparently play a rdle in its development as the 
part of the bowel in which it occurs is narrow and 
curved and favors stagnation of the intestinal con- 
tents. The tendency toward metastasis is greater 
than in colon cancer. Metastasis occurs along the 
lymphatics as in carcinoma of the caecum. 

Secondary intestinal carcinomata are rare and 
cause early stenosis because the lymphatics and 
blood vessels run around the bowel. Carcinoma of 
Bauhin’s valve gradually leads to stenosis. The 
adjoining ileum becomes hypertrophied and for a 
while may overcome the obstruction. Colic soon 
occurs, however, and finally ileus develops. 

The author reports the case of a woman fifty-two 
years old who for six months was believed to be 
suffering from gall stones or duodenal ulcer. Fi- 
nally the pains became localized in the right lower 
quadrant of the abdomen, bowel movements became 
irregular, and ileus developed. At operation, a car- 
cinoma of Bauhin’s valve was found. As removal of 
the tumor was impossible because of the ileus and 
the patient’s poor general condition, the ileum was 
incised near the valve, the distal end was closed 
and the proximal end brought out into the abdominal 
wound, the cacum and ascending colon were ex- 
cised, and an anastomosis was effected between the 
ileum and transverse colon. Recovery resulted. 

Histological examination showed the neoplasm 
to be an adenocarcinoma. MANDEL (Z). 


Peterson, E. W.: Affections of the Appendix in 
Young Children. Ann. Surg., 1929, |xxxix, 48. 


Certain anatomical anomalies and, variations help 
to explain why, in early childhood, appendicitis is 
more insidious in its onset than in adult life, the in- 
flammation spreads more rapidly, and the intoxica- 
tion is more overpowering. However, it is not rea- 
sonable to conclude that the tendency toward per- 
foration, abscess formation, or spreading peritonitis 
is the rule in early life. It is far more probable that 
the majority of cases, undiagnosed, go on to spon- 
taneous recovery. 

Peterson reviews the cases of roo children under 
eight years of age upon whom he operated for appen- 
dicitis. Seventy-one of the patients were males. In 
the eight children under twelve months of age the 
condition was associated with acute intussusception. 
In 25 per cent of the cases a diagnosis of chronic ap- 
pendicitis was made. In 14 cases with this diagnosis 
the condition was associated with hernia; in 1, with 
acute intussusception; in 1, with tonsillitis; in 3, with 
tuberculous mesenteric lymphadenitis; and in 2, with 
pinworm infestation of the appendix. The mortality 
in the total number of cases was 6 per cent. There 
were no deaths in the group of 23 children ranging in 
age from four months to two years and seven months. 

The author believes that the incidence of appen- 
dicitis in early life is increasing. He emphasizes that 
prompt surgical treatment of the condition gives al- 
most uniformly good results even in infants. Delay 
in the treatment accounts for the high morbidity and 








mortality in young subjects. Purgation and procras- 
tination are responsible for most of the poor results. 
There appears to be a definite relationship between 
appendicitis and acute intussusception and between 
hernia and appendicitis. Natuan N. Cron, M.D. 


Bowen, W. H.: Notes on the Etiology of Appen- 
dicitis. Guy’s Hosp. Rep., Lond., 1929, Ixxix, 61. 

In sixty-one cases of appendicitis reviewed by the 
author there were fourteen cases with gangrene and 
a stercolith, four cases with gangrene and without a 
stercolith, two cases with gangrene, abscess, and 
stercolith, two cases with abscess and a stercolith 
but without gangrene, five cases with abscess but 
without gangrene or a stercolith, one case with ob- 
structive distention and a stercolith, four cases with 
obstructive distention without a stercolith, two 
cases with catarrh and a stercolith, twenty-three 
cases with catarrh without a stercolith, and four 
cases with catarrh and soft faecal material but with- 
out a stercolith. Therefore in 80 per cent of the 
cases with gangrene a stercolith was present and in 
93 per cent of the cases with catarrh there was no 
stercolith. 

The author concludes that the main etiological 
factor in appendicitis is stagnation in the appendix. 
A stercolith or blocking of the cwcal outlet probably 
determines a fulminating attack of the condition. 
For the cases in which gangrene supervenes in the 
absence of retention and stercoliths, Bowen has no 
explanation. Cari R. Sremnke, M.D. 


Hahn, L. J.: Carcinoma of the Rectum and Recto- 
sigmoid. Ann. Surg., 1929, 1xxxix, 77. 

This article is based on a study of 160 consecutive 
cases of carcinoma of the rectum seen at the Mount 
Sinai Hospital, New York, on the service and in the 
private practice of Berg during a period of ten years. 
Eighty-four per cent of all cases seen were considered 
operable. The mortality was 18 per cent. 

Early colostomy may be beneficial in this condi- 
tion. Radiotherapy may be of value as a palliative 
measure. The location and extent of the tumor and 
the patient’s general condition determine the type of 
operation. The simple Kraske operation should be 
reserved for patients whose general condition does 
not warrant the risk of a more extensive procedure. 
The combined abdominosacral operation with resec- 
tion in continuity should be selected for cases in 
which the growth is high in the rectum, since in these 
cases the lymphatic involvement does not extend 
through the sphincters or the ischiorectal spaces and 
bowel control can be preserved. The Quénu-Hart- 
mann operation (abdominalsacral amputation with 
abdominal colostomy) is indicated when an anasto- 
mosis cannot be performed safely, when the mesen- 
teric glands are so involved as to necessitate a high 
resection of the sigmoid, and particularly when the 
portion of the rectum below the third valve of 
Houston is involved. In cases without obstruction, 
each of these operations should be performed in one 
stage. NATHAN N. Croun, M.D. 
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Chaton, M.: Six Cases of Amputation of the Rec- 
tum by Kraske’s Sacral Route with Preserva- 
tion of the Sphincter (Six observations d’amputa- 
tion du rectum par voie sacrée de Kraske avec con- 
servation du sphincter). Bull. et. mém. Soc. nat. de 
chir., 1928, liv, 1382. 


Chaton reports six cases of cancer in which he 
amputated the rectum by Kraske’s sacral rout to 
avoid an artificial anus. One of the patients died im- 
mediately after the operation from gangrene. In two 
cases there were postoperative complications which 
made function of the sphincter impossible. A satis- 
factory result was obtained in only two cases. The 
sixth case is still under treatment and has reached 
the stage of closure of the artificial anus. 

The author concludes that the results were not 
such as to encourage him to continue this method of 
operating. While the immediate results with regard 
to life might be improved by the use of anti-gangrene 
serum, he thinks that in many cases the desired 
functional result cannot be obtained because of a 
lack of material. If the rules regarding the removal 
of tissue in cancer are observed, the method can be 
used only for tumors ranging from the size of a hazel- 
nut to that of a walnut. Most cases seen by the sur- 
geon are advanced farther than this. In the more 
advanced cases, Chaton will hereafter perform an 
abdominoperineal resection with preservation of the 
sphincter and lowering of the sigmoid. Because of 
its well-developed mesentery, the sigmoid is the 
part of the intestine best adapted to this procedure. 
The abdominoperineal method is the only one that 
gives a good view of the field of operation.. 

Aubrey G. Morcan, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Chabrol, E., and Maximin, M.: The Inhibiting 
Action of Magnesium Sulphate on the Liver 
Secretion of Bile (L’action inhibitrice du sulfate 
de magnesie sur la secretion hepatique de la bile). 
Bull. et mém Soc. méd. d. hép. de Par., 1928, xliv, 
1693. 


In experiments on dogs the gall bladder was ex- 
cluded by ligation of the cystic duct and 0.15 mgm. 
of magnesium sulphate per kilogram of body weight 
was injected intravenously. The amount of bile, 
which had varied from 7 to 8 c.cm. per half hour, 
quickly fell to 3 or 4 c.cm. in two hours. The bile 
was darker than it had been before the injection, 
the pigment content per cubic centimeter being 
tripled and the color being that of B bile. As the gall 
bladder had been excluded functionally by ligation 
of the cystic duct, the bile could not have been gall- 
bladder bile and must have been B bile of hepatic 
origin. 

The inhibiting action of magnesium sulphate on 
bile secretion was shown also in the case of a dog 
which was given bile salts and atophan four hours 
after the magnesium-sulphate injection. The very 
strong cholagogue action of the bile salts and ato- 


phan was completely inhibited. A gram of atophan 
did not have any cholagogue action until after five 
hours and a half. Magnesium sulphate inhibits the 
action of bile salts and atophan also when it is given 
after their administration. 

Aubrey G. Morcan, M.D. 


Dew, H.: Operative Treatment of Hydatid Cysts of 
the Liver. Surg., Gynec. & Obst., 19209, xlviii, 239. 


In about 70 per cent of cases of hydatid disease 
the liver is involved. It may contain simple uni- 
vesicular or multivesicular cysts with or without 
daughter cysts. These cysts may be complicated by 
suppuration or may rupture into the biliary chan- 
nels, the chest, or the abdomen. In every instance 
in which hydatid infection of the liver is suspected an 
X-ray examination to detect distortion of the dia- 
phragm should be made since in about 60 per cent 
of the cases multiple cysts are present. 

Operation for hydatid cysts is best performed 
under general anesthesia. The incision should be 
adequate for exposure of the suspected area. In 
non-urgent cases it is best to perform the operation 
in two stages. In the first stage the serous surfaces 
of the cyst and the pleural or peritoneal tissues 
should be painted with 5 per cent iodine and 
tamponade with gauze should be done to produce 
adhesions. Two or tbree weeks later incision and 
evacuation of the cyst may be carried out through 
the adhesions. 

The edges of the skin wound, the stomach, and the 
intestine must be carefully packed off with gauze to 
prevent contamination when the cyst is evacuated 
as implantation occurs readily. Simple cysts can be 
evacuated easily by means of a two-way needle and 
syringe which permit evacuation of the cyst and the 
introduction of pure formalin without removal of 
the needle. ‘The formalin should then be withdrawn 
and the cyst filled with normal saline solution and 
closed. 

Multiple cysts or infected cysts must be incised, 
evacuated thoroughly, and swabbed with 4 per cent 
formalin or 90 per cent alcohol before closure. No 
attempt should be made to remove the thick fibrous 
adventitia completely. Closure of the cyst may be 
partial or complete, depending on the presence or 
absence of complications. All complicated cysts 
should be drained by a wide-bored rubber tube. 

The complement-fixation test elaborated by 
Fairley is of great aid in the detection of residual 
cysts and in the prognosis. 

In cases of simple uncomplicated cysts the results 
are very satisfactory. In cases with suppuration 
the mortality is about 20 per cent and in cases with 
intrapleural or intravesicle ruptures approximately 
50° per cent. STANLEY H. Mentzer, M.D. 
Case, J. T.: The Interpretation of Cholecysto- 

graphic Findings. Ann. Surg., 1929, 1xxxix, 222. 

Previous to Graham’s report in 1924 relative to 
the use of dye in the roentgen examination of the 
gall bladder, the only reliable direct evidence of 
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gall-bladder disease was the demonstration of stones 
containing enough calcium to cast a shadow. 

The indirect evidence of such disease included: 
(1) an inconstant deformity of the duodenal bulb, 
(2) a gall-bladder impression in the duodenum, (3) 
evidence of adhesions involving the duodenum be- 
yond the duodenal bulb (duodenitis), (4) spasmodic 
manifestations in the stomach, (5) hepatofixation of 
the stomach, and (6) visualization of the gall blad- 
der. ‘These indirect signs permitted considerable 
error although hepatofixation of the stomach, mid- 
gastric spasm, and adhesions about the duodenum 
beyond the bulb are of considerable significance. 

In the author’s technique for cholecystography, 
tetra-iodophenolphthalein is given intravenously be- 
tween 4 and 5:30 p.m., and the first roentgenogram 
is made at 8 o’clock the following morning. If the 
roentgenogram is satisfactory, the patient is given 
a breakfast containing as much fat as possible and 
is told to return at 12 o’clock for further X-ray 
study. 

The dye is given intravenously at the elbow by 
the old gravity method of administering salvarsan. 
Ringer’s solution is first introduced into the vein 
from a burette and is followed by the solution of 
tetra-iodophenolphthalein in from 75 to 100 c.cm. 
of warm Ringer’s solution. Then, from 15 to 20 
c.cm. of clear Ringer’s solution is run into the vein 
to wash out all of the dye before the needle is 
withdrawn. The dye is prepared by dissolving 3% 
gm. of tetra-iodophenolphthalein in from 25 to 30 
c.cm. of sterile Ringer’s solution and boiling the 
preparation on a water bath for fifteen minutes. 
The author has discontinued the use. of tetrabromo- 
phthalein because it frequently caused a temporary 
fall in the blood pressure which alarmed the patient. 
Following the late afternoon procedure, the patient 
is given a carbohydrate supper free from fat and 
protein. 

Both the oral and the intravenous administration 
of the dye is followed by digestive disturbances 
manifested by headache, vomiting, and nausea, but 
the oral administration is followed also by purging. 

The intravenous administration has an advantage 
over the oral administration as it makes it possible 
to know how much of the dye is in the system. 
When the oral route is used, some of the dye may 
be lost by vomiting or the amount of available dye 
may be reduced by incomplete absorption of the 
capsules. Advanced cardiorenal disease is a contra- 
indication to the intravenous Graham test. 

If gall stones contain enough calcium to cast a 
shadow, the Graham test is unnecessary except as 
a means of identifying other structures. 

Of seventy-seven cases in which a diagnosis of 
stone was made by the Graham test, stones were 
revealed at operation in seventy-four. 

Failure to discover a gall-bladder shadow in the 
Graham test, especially when the dye has been given 
intravenously, constitutes the most reliable and im- 
portant evidence of disease of the biliary tract. 
Normally, the dye-containing bile passes freely from 


the common duct into the gall bladder, where it 
attains a concentration so pronounced that the gall- 
bladder shadow is clearly evident in the roentgeno- 
gram. In brief, failure to visualize the gall bladder 
may be due to: (1) cystic duct obstruction, (2) 
stones filling the gall bladder, (3) disease of the 
gall-bladder wall which interferes with the activity 
of the organ, (4) stones or other obstructions in the 
common duct, (5) organic disease of the pancreas 
or liver, or (6) the patient’s failure to follow diet 
instructions. 

The results of the Graham test in the author’s 
277 surgical cases were as follows: 


OPERATIVE CHECK OF THE GENERAL VALUE OF THE 
GRAHAM TEST 


Diagnosis 
correct 
Graham test report Cases Errors % 

LL EE Pee TERRE EEC ETE 77 3 96.1 
Absence of shadow.............. 79 2 97.5 
Pathological, non-calculous. ..... 85 14 83.6 
RNR ee resi sus cncaskeasas 30 7 83.4 
BU esos Ssdaieueeavaewnewn 277 26 90.0 


Cuarctes F, DuBors, M.D. 


Bengolea and Suarez: Surgical Operation in Lithia- 
sis Complicated by Icterus (L’intervention chi- 
rurgicale dans la lithiase biliaire compliquée 
dictére). Bull. et mém. Soc. nat. de chir., 1928, liv, 
1430. 

Lithiasis, even when limited to the gall bladder, 
may be associated with icterus. As the icterus may 
be due to insufficiency of the liver, any operation on 
a patient with icterus involves some risk. The au- 
thors cite a case of icterus caused by a lesion of the 
parenchyma of the liver in which the trauma of 
operation made the condition worse and death re- 
sulted. They believe that unless there is some urgent 
reason for immediate operation in a case of lithiasis 
with icterus an attempt should be made to improve 
the patient’s condition before operation by sounding 
the duodenum by the Vincent-Lyon method. In a 
series of thirty-six cases, they operated immediately 
in only two. In the thirty-four others they first tried 
sounding of the duodenum. In twenty-one of the 
latter, operation was performed later. In two of the 
thirteen in which operation was not performed, bile 
calculi were found in the stools, and in the others the 
symptoms of lithiasis were marked. 

Sounding of the duodenum proved valuable both 
in the diagnosis and treatment. Total absence of 
bile in the duodenal fluid of a patient with icterus 
suggests obliteration of the bile tract by a tumor. In 
a number of the author’s cases in which operation 
was performed ultimately, sounding of the duode- 
num led to a marked decrease in the icterus if not its 
complete disappearance and rendered the patient a 
better operative risk. Of the thirteen patients 
treated only by sounding of the duodenum, two died 
from tumor and nine recovered completely. In one 
case, recovery followed the passage of four muriform 
calculi in the stools. All of the patients who recov- 
ered are at present in excellent condition. 
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The authors recommend systematic medical treat- 
ment in all cases with observation of the intensity of 
the icterus, the amount and appearance of the urine, 
the color of the faces, and the fever curve each day 
and recording of the weight every five days. Gen- 
erally the reappearance of bile in the duodenal fluid 
is accompanied by a decrease in the icterus, disap- 
pearance of the pruritus, an increase in the amount 
and clearness of the urine, and a better color of the 
stools. 

The authors found that the patients who were 
benefited most by the treatment described were 
those with stones only in the gall bladder. When 
the symptoms recur after duodenal sounding, opera- 
tion is indicated. Fever and a loss of weight may 
indicate an emergency operation. 

Aubrey G. MoreGan, M.D. 


Balé, J., and Ballon, H. C.: The Effects of the Re- 
tention of Pancreatic Secretion. Surg., Gynec. 
& Obst., 1928, xviii, 1. 

From a series of 963 consecutive autopsies the 
authors have collected a considerable number of 
cases showing the effects of obstruction on the pan- 
creas and pancreatic ducts. 

They report 4 cases of simple catarrhal jaundice 
without stone. These showed swelling of the duo- 
denum and the papilla of Vater with retention of 
pancreatic secretion, jaundice, and focal necrosis in 
the pancreas due to the retention of pancreatic juice. 
In 3 cases the swelling of the duodenal mucous mem- 
brane was due to incompetent heart action second- 
ary to endocarditis. ‘The marked dilatation .of the 
pancreatic acini found in 3 cases was due to the re- 
tention of the pancreatic juice. The only anatomical 
lesions discovered that would adequately explain the 
dilatation of the ducts were swelling of the duodenal 
mucous membrane and of the papilla of Vater. In 
all of these 3 cases the pancreas presented circum- 
scribed areas of necrosis. As no histological evidence 
of embolic changes were present in the pancreas, 
these lesions were probably due to the retention and 
stasis of the pancreatic secretion secondary to the 
swelling of the duodenal mucous membrane and the 
papilla of Vater. 

In 1 case the ‘‘catarrhal jaundice” followed a 
dietary indiscretion which apparently produced a 
gastroduodenitis with cholangeitis. The pancreatic 
ducts were dilated up to the end chambers. ‘The 
islands of Langerhans showed a well-marked hyper- 
trophy such as can be produced experimentally by 
starvation and ligation of the main pancreatic duct. 
It is assumed that in this case the swelling of the 
papilla of Vater was comparable to partial ligation 
of the pancreatic duct. 

As examples of chronic pathological alterations of 
the papilla of Vater which may produce similar 
changes in the pancreas, the authors report 6 cases 
of obstruction or scar-tissue formation at the papilla 
due to biliary calculi. In each, certain characteristic 
changes occurred in the pancreas as the result of the 
obstruction. In some of them a compensatory re- 
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arrangement of the pancreatic duct system took place. 
When areas of focal necrosis developed, fat replace- 
ment occurred when the détritus was absorbed. In 
experiments on animals, fat replacement of pan- 
creatic glandular tissue has been observed after liga- 
tion of the pancreatic duct. The islands of Langer- 
hans remained intact in these studies as in the 
clinical cases reported. In some of the cases reviewed 
there were cysts of the pancreas caused probably by 
a partial shrinkage or blockage of the ducts with 
consequent dilatation of the distal portion. 

Obstruction at the papilla was caused in 1 case by 
a benign polyp and in 2 cases by a malignant tumor. 
In other cases, compression of the pancreatic ducts 
was due to pancreatic lithiasis, tuberculosis, gum- 
mata, or prosoplastic proliferation of the duct 
epithelium. 

Apparently variations in the blood lipase occur 
following duct obstruction when pancreatic lipase 
enters the circulation or is produced in excess as the 
result of the retention of pancreatic juice within the 
pancreas. 

In 2 cases of retention of pancreatic secretion 
caused by carcinoma of the papilla there were 
changes in the nervous sytem consisting mainly of 
degeneration in the posterior columns. Syphilis was 
ruled out in both instances. In cases of pancreatic 
fat necrosis there is apparently a hamatogenous 
distribution of ferments as necrosis has been found 
in remote organs and tissues. It is believed that the 
symptoms referable to the nervous system may be 
explained upon the same basis. 

STaNLEY H. Mentzer, M.D. 


McClenahan, W. U., and Norris, G. W.: Adenoma 
of the Islands of Langerhans with Associated 
Hypoglycemia. Am. J. M. Sc., 1929, clxxvii, 93. 

The chief symptoms in the case reported were loss 
of memory and vaguely defined periods of ‘‘feeling 
queer,”’ the latter relieved by the ingestion of food. 
On the patient’s admission to the hospital, the find- 
ings of physical examination were essentially nega- 
tive and a provisional diagnosis of epidemic en- 
cephalitis was made. At 5 o’clock the next morning 
the patient was found to be comatose. During the 
three days just preceding his death, the blood-sugar 
determinations were 40, 42, and 38 mgm. per 100 
c.cm. Glucose was given intravenously, by gavage, 
and by rectum, but the amounts were relatively 
small. 

Autopsy revealed extensive bronchopneumonia 
which had developed forty-eight hours before death; 
generalized arteriosclerosis; a moderate degree of 
chronic myocarditis; nephritis of arteriosclerotic 
origin; cerebral arteriosclerosis with meningeal and 
cerebral irritation manifested by slight perivascular 
round-cell accumulations of undetermined origin; a 
soft, round, reddish-brown, lobulated and circum- 
scribed nodule measuring 15 by 7 by 16 mm. on the 
anterior aspect of the pancreas at the juncture of 
the middle and distal thirds. On section, the tumor 
was found to be a vascular adenoma surrounded by 
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a delicate fibrous capsule. Associated with the 
adenoma there was a marked increase in the size 
and number of the islands in the adjacent pan- 
creatic tissue. The adrenal, liver, and pituitary 
were negative grossly and microscopically. 

The presence of a pancreatic lesion with lowering 
of the blood sugar suggested the presence of hyper- 
insulism. In five cases of hypoglycemia in non- 
diabetic patients which were reported by Harris the 
cardinal symptom was weakness, especially before 
the noon meal, which was relieved by frequent feed- 
ing. During the fasting state, the blood sugar 
averaged 60 mgm. per 100 c.cm. Cammidge and 
Pemberton have reported similar cases, but as none 
of these cases was fatal during the period of ob- 
servation, conclusions could be drawn from clinical 
findings only. Most of these observers seem to agree 
that hyperinsulism may be a disease entity in which 
the liver, adrenals, pituitary, and thyroid may play 
a role. 

In a review of the literature on adenoma of the 
islands of Langerhans up to 1926, Warren found that 
hyperplasia of the surrounding islands was present 
in five of the twenty cases reported. In Cecil’s 
opinion, the tumors are a part of a generalized hyper- 
plasia of the islands, but Warren states that the lack 
of correlation with other lesions is rather against 
the interpretation of these tumors as hyperplastic 
islands. 

In the authors’ case, the size and encapsulation of 
the lesion and the compression of the surrounding 
pancreatic tissue suggested that the tumor was an 
adenoma, but the presence of many large islands in 
the surrounding tissue suggested that it was a 
greatly hypertrophied island. The question as to 
whether hyperplasia of the islands is responsible for, 
or secondary to, the increased carbohydrate intake 
is a debatable one. Hypertrophied islands of 
sufficient size to be considered adenomata have been 
found in diabetics. Hypertrophy and adenomata of 
the islands of Langerhans may occur without any 
demonstrable disturbances of carbohydrate metab- 
olism. In the twenty cases reviewed by Warren the 
pancreatic lesions were subsidiary findings with no 
apparent clinical significance. 

However, the authors’ case strongly suggests that 
under certain conditions there is a definite relation- 
ship between the adenoma and a particular syn- 
drome, possibly because the tumor cells retain the 
function of the parent cells. Parallel lesions in other 
glands of internal secretion are adenomata of the 
pituitary and thyroid which are associated with 
definite disease entities. E. S. PLatr, M.D. 


Aurousseau and Armingeat: Traumatic Rupture of 
the Spleen and Pancreas; Early Operation; Re- 
covery (Rupture tramatique de la rate et du pan- 
créas; opération précoce; guérison). Bull. et mém. 
Soc. nat. de chir., 1928, liv, 1370. 


A girl ten years of age was struck by an automo- 
bile and brought to the hospital in a condition of 
shock half an hour later. On her admission she was 





pale and covered with cold sweat. Her temperature 
was 36.5 degrees C. and her pulse 150 and weak. The 
abdomen was in a condition of general contraction 
and slightly sensitive. No particularly painful zone 
could be found in the abdomen, but intense pain was 
caused by pressure on the left sixth rib in the ante- 
rior axillary line. There was no fracture of the rib. 

Treatment with warmth and the injection of 
heart stimulants was given, but two hours and a half 
after the accident the patient was still extremely 
pale, her extremities were cold, her pulse was 160 
and weak, and her temperature had risen to 38.8 de- 
grees C. Vomiting of food occurred twice, but there 
was no blood in the vomitus. The urine was clear. 
The abdomen had become soft and was painless ex- 
cept in the left hypochondrium where there was lo- 
calized rigidity and pain was revealed on palpation. 
There was no dullness in the flanks. A diagnosis of 
rupture of the spleen with hemorrhage was made. 

Exploration through a left subcostal transverse 
incision revealed a tear 2 cm. long in the spleen and 
a vertical rupture of the whole width of the pan- 
creas that looked as if it has been made by a sharp 
instrument. The spleen was removed and the wound 
in the pancreas sutured. Recovery resulted without 
fistula formation. 

In another case a lesion of the pancreas was latent 
for twenty hours and death occurred three hours 
after operation. 

In the first case the early symptoms were those of 
internal hemorrhage and only the extension of the 
pain and the contracture in the epigastric region 
after the first generalized contracture had disap- 
peared suggested a pancreatic lesion. 

The authors believe that in any case of trauma- 
tism of the upper part of the abdomen, particularly 
if the epigastrium has been struck, there should be 
no hesitancy in operating if the slightest symptoms 
develop. The possibility of a lesion of the pancreas 
should be borne in mind particularly if the patient is 
a child. The transverse incision allows exploration 
of the kidney, spleen, pancreas, and stomach. The 
authors regard their case as of special interest be- 
cause a complete rupture of the pancreas was 
followed by recovery without fistula formation 
although they were unable to find and ligate the 
ends of Wirsung’s duct. They attribute the cure to 
the daily injection of atropin and the use of Wohl- 
gemuth’s diet after the fourth day, but Mocquot, 
who reported their case before the Society, thinks 
the value of this treatment is doubtful. 

Aubrey G. Morcan, M.D. 


McNee, J. W.: Splenomegaly in Britain. Investiga- 
tions into the Etiology, Pathology, and Rela- 
tive Frequency; with a Tentative Classification. 
Glasgow M.J., 1929, cxi, 65. 

The author states that in all vertebrates the spleen 

is covered by a capsule. In man, the capsule is a 

fibro-elastic tissue, but in some of the lower animals 

(dog, cat, and goat) it contains muscle fibers also. In 

fish and many of the vertebrates, splenic trabecule 





-_ _-p—.Pa 


es 


_——©7 . a 


hon ih ean os 





of ee VY + ee CP 


wee 


i i i, i | Te woe 


sere Ve = 





SURGERY OF THE ABDOMEN 33 


are absent. The splenic pulp is variable, but con- 
sists primarily of a reticulum supporting large amee- 
bic phagocytic cells and branching multipolar cells 
between which lie the normal blood constituents. 

A true spleen apparently first appears in the pis- 
ces. The spleens of fish are well known for their 
large size in proportion to the bulk of the body. It 
seems that as evolution progressed and differenti- 
ation became more complex the spleen decreased in 
size but became more complex in structure. The 
spleen of fish contains neither trabecula nor mal- 
pighian corpuscles and in many instances is com- 
posed of separate lobules each visible to the naked 
eye. Each lobule is a splenic unit in itself which is 
joined to the others by a stalk containing the main 
blood vessels. 

There are many differences between the spleens of 
reptilia and pisces. The first suggestion of mal- 
pighian corpuscles occurs in reptilia. In the croco- 
dile, the spleen has small aggregations of lympho- 
cytes resembling the malpighian structure in the 
pulp and is divided into definite lobules, numbering 
probably 300 in all. The circulation appears to be 
entirely closed. 

In snakes, the spleen is small and closely asso- 
ciated with the pancreas. In one snake examined the 
spleen and pancreas were incorporated and had a 
common blood supply. In the spleen of the snake 
there are no malpighian corpuscles and the blood 
supply is a completely closed circulation. 

In birds, the structure of the spleen is much more 
complex and variable. Some avian spleens are mus- 
cular and others are not. Some have no trabecule, 
while others are richly supplied with them. There is 
apparently considerable difference between the 
spleens of ferocious birds and birds with mild habits. 

In mammalia, transitional stages in splenic struc- 
ture are evident. Definite lobularity can still be 
made out, and malpighian corpuscles are always 
present. ‘The spleens of primates are so alike that it 
is impossible to distinguish them histologically. 

The vascular system of the spleen is unique. The 
splenic artery is remarkable for its large caliber. In 
the ox, the splenic artery enters as a single structure, 
whereas in the dog as many as thirty branches pene- 
trate the spleen. The main branches are tortuous 
and spring-like, permitting the spleen to dilate and 
contract without interfering with its blood supply. 
The final arterial divisions are two penicilli which are 
end-arteries. Enveloping and surrounding the peni- 
cilli are club-like masses of tissue called ‘‘ellipsoids.” 
The ellipsoids act as valves preventing the regurgita- 
tion of venous blood into the arterial system. 

The splenic vein is also remarkable for its size. In 
the ox, the splenic vein has a diameter five times 
greater than that of the artery. There are minute 
openings in the walls of the veins termed ‘‘stig- 
mata.”’ Blood flows through these stigmata in the 
walls of the venous sinuses from channels or spaces 
in the splenic parenchyma unlined by endothelium. 
The venous sinuses are small open spaces in the 
splenic pulp which are lined by large endothelial 


cells and contain the normal blood constituents and 
large phagocytic cells. In many normal animals the 
latter always contain ingested red blood corpuscles 
or their débris. The splenic vein responds to irrita- 
tion by local contraction that is so intense it prac- 
tically obliterates the lumen of the vein at the site 
of the irritation. 

The spleen has remarkable powers of contraction 
during exercise. It has been shown that in the dog 
after exercise the spleen expresses approximately 
one-fifth of the total volume of the circulating blood 
of the body. 

A knowledge of the circulation of blood in the 
spleen in various animals aids in understanding the 
mechanism of splenomegaly. In the higher animals 
there is apparently a two-way circulation through 
the spleen, one route avoiding, and the other trav- 
ersing, the pulp. The closed circulation passes 
through the splenic artery, venous sinus, and vein, 
whereas the open circulation enters the splenic ar- 
tery and channels in the wall of the ellipsoid, passes 
through the splenic pulp, and enters the veins by 
way of the stigmata. This hypothesis of a two-way 
circulation is of importance with regard to the action 
of the splenic pulp as a reservoir to be emptied on 
physiological demand. Any obstruction to the splen- 
ic vein must dam back blood in the splenic pulp 
and the venous sinuses. As no reflux can occur 
through the ellipsoids, it is obviously at this point 
that arterial pressure and venous back-pressure 
meet. 

Ligation of the splenic veins leads, not to chronic 
splenomegaly, but to atrophy after temporary en- 
largement. Chronic splenomegaly must be due to 
local pathological changes within the organ itself. 

STANLEY H, Mentzer, M.D. 


MISCELLANEOUS 


Love, R. J. McN.: The Treatment of Some Acute 
Abdominal Disorders. Lancet, 1929, ccxvi, 375. 


Cases of acute appendicitis may be divided clini- 
cally into three groups—the early cases, the inter- 
mediate cases in which the infection has spread 
beyond the appendix but is limited to the right iliac 
fossa, and the late cases in which the general peri- 
toneal cavity is involved. 

When operation is performed in cases of general 
peritonitis the appendix should be removed if possi- 
ble, but with minimal exposure and manipulation. 
Unnecessary manipulation increases the lymphatic 
and venous absorption of toxins. In the induction 
of anasthesia, chloroform is contra-indicated on 
account of its unfavorable effect on the liver cells. 
If the general condition is so precarious that the 
risk of operation is obviously high, expectant treat- 
ment should be given a trial. In profoundly toxic 
cases the rectal administration of glucose in saline 
solution is a valuable aid. 

When the inflammation is limited to the right 
iliac fossa, appendectomy may be extremely diffi- 
cult. However gentle the manipulation, the early 
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protective adhesions may be easily separated, with 
the resulting development of general peritonitis. 
Therefore in the author’s cases of this type, opera- 
tion is often delayed. The patient is placed in 
Fowler’s position, fomentations are applied locally 
to relieve the pain, and only water is given by mouth. 
No aperient is administered. If distention is 
present, a low enema is given. The patient is kept in 
bed for a week after the temperature and pulse have 
returned to normal. Operation is indicated by the 
persistence of a rapid pulse, elevation of the temper- 
ature, the formation of an abscess which increases 
in size, or the slow absorption of an abscess. 

In the cases of patients whose resistance is low, 
expectant treatment is usually not advisable. If it 
is possible, the patient should return to the hospital 
for an appendectomy three months later. 

Generalized infection of the peritoneum is a much 
less common complication of inflammation of the 
gall bladder than of appendicitis. ‘The problems 
in the treatment of acute cholecystitis resemble 
those of acute appendicitis. However, when opera- 
tion is to be delayed in acute cholecystitis a dose of 
morphine is advisable. Expectant treatment has a 
lower mortality than immediate operation and 


ee 
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makes it possible later to perform cholecystectomy 
rather than cholecystostomy. The two chief ob- 
jections to delay of operation are that the patient 
may refuse surgical treatment later, and that in 
acute cholecystitis there is a greater possibility of 
error in the diagnosis than in acute appendicitis. 
When there is doubt as to the diagnosis, expectant 
treatment is not advisable. A frequent indication of 
acute cholecystitis is the sign of Boas, hyperesthesia 
of the seventh, eighth, and ninth thoracic seg- 
ments. This is best detected below the angle of the 
right scapula and depends upon distention of the 
gall bladder with consequent stretching of the vis- 
ceral peritoneum. 

Until recently, the diagnosis of acute pancreatitis 
was seldom made before surgical exploration. ‘The 
cause of the condition is obscure, but is most 
commonly held to be infection by the lymphatic 
route or the regurgitation of infected bile along the 
pancreatic duct. 

The operative measures used in acute pancreatitis 
are local drainage of the pancreatic area, drainage of 
the gall bladder or biliary passages, and incision and 
drainage of the pancreas itself. The last method 
is not recommended. SAMUEL Kaun, M.D. 
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UTERUS 


Baer, J. L., and Reis, R. A.: The Interposition 
Operation for Prolapse of the Uterus. Am. J. 
Obst. & Gynec., 1929, xvii, 233. 

This report is based on ninety-one consecutive 
interposition operations for prolapse of the uterus. 
Of the patients who were examined from five months 
to seven years after the operation, 92 per cent were 
found to be cured. There was one death from cere- 
bral embolism, a mortality of 1.1 per cent. 

At the Michael Reese Hospital, Chicago, the inter- 
position operation is the procedure of choice in 40 
per cent of the cases of prolapse. It is selected for 
patients with a large cystocele and a uterine corpus 
which is freely movable and neither too small nor 
too large and who are free from gross lesions in the 
adnexa. Sterilization is done when necessary. 

In the presence of elongation or disease of the 
cervix, cervical amputation or repair is essential. A 
well-constructed perineal body is most important 
for the success of the procedure. 

In the discussion of this report, DANFORTH stated 
that the interposition operation is applicable to 
cases of prolapse with a marked degree of cystocele 
in which the prolapse seems moderate, that is, the 
cervix is of normal length and protrudes only very 
slightly or not at all beyond the vulva. 

CULBERTSON said that the limitations placed upon 
the operation by Watkins have not been observed by 
gynecologists and surgeons in general who have per- 
formed the operation for procidentia. Culbertson 
has performed it a considerable number of times but 
not in any case in which the uterus came out or in 
which the cervix came out unless the prolapse of the 
cervix was due to elongation. In two or three cases 
in which amputation of the cervix left enough of the 
uterus to act as a support for the bladder, he per- 
formed the operation with care to fix the cervix in the 
posterior vaginal wall in association with trans- 
position. : 

HEANEY said that he has become more stringent 
with regard to the indications for the interposition 
operation. He believes that in cases of enormous 
cystocele there is nothing as efficacious as the 
transposition operation, providing the uterus is not 
too low. E. L, Cornett, M.D. 


Meaker, S. R., and Glaser, W.: The Hydrogen-Ion 
Concentration of the Endocervical Secretions; 
with Special Reference to Chemical Factors in 
the Causation of Sterility. Surg., Gynec. & Obst., 
1929, xlviii, 73. 


The authors report 100 determinations of the hy- 
drogen-ion concentration of the cervical secretions of 
95 women. 


35 


The vaginal content of moisture is composed of 
mucus secretion from the cervix, desquamated epi- 
thelial cells and the products of their disintegration, 
bacteria and the products of their activity, and in- 
trinsic vaginal fluid which is not a secretion but a 
transudation of extravascular lymph through the 
epithelial layers. 

Ordinarily the vaginal reaction is unimportant in 
relation to fertility and sterility, but an excessive 
vaginal acidity may cause sterility. 

The theory that the vaginal chemistry is some- 
what controlled by the ovaries seems to the authors 
to be untenable. 

In infection, the general tendency is toward alka- 
linity. Danin suggested that an alkaline vaginal re- 
action may be important in the diagnosis of gonor- 
rhoea. 

It is generally believed that the cervical secretion 
may be acid in some cases and excessively alkaline in 
others, but the cervical reaction is almost constantly 
and definitely alkaline, ranging from pH 8.0 to pH 
g.o and being above pH 8.5 in 80 per cent of cases. 

The authors describe the technique of obtaining 
the secretion for study. As only a small amount is 
available, a drop of it is placed in a depression of a 
glazed white porcelain plate and drops of several 
standard solutions are placed in other depressions. A 
drop of indicator is then added to the secretion and 
the standard solutions and stirred in with a glass rod 
and the reading is made by direct comparison. 

The lowest value encountered in the authors’ 
studies was pH 8.0, and the highest, pH 9.0. In &4 
per cent, the values were above pH 8.5. 

Age, parity. hypoplasia, the menstrual cycle, endo- 
cervicitis, and viscosity of the endocervical mucus do 
not notably influence the cervical reaction. 

Macnus P. Urnes, M.D. 


Pemberton, F. A., and Smith, G. Van S.: The 
Early Diagnosis and Prevention of Carcinoma 
of the Cervix. Am. J. Obst. & Gynec., 1929, xvii, 
105. 


The authors briefly summarize the histology of 
the normal and pathological uterine cervix and 
describe the precancerous and early cancerous 
changes in this part of the uterus. They state that 
long experience in the study of cervical tissue is 
necessary to decide in any given instance whether 
cancer is present or not. 

Of 669 cases of carcinoma of the cervix, 2.39 per 
cent were diagnosed on the basis of the findings of 
microscopic examination, the gross findings being 
inadequate. In the authors’ opinion, there should 
be no hesitation with regard to biopsy. In the series 
of cases reviewed no harm is known to have resulted 
from the procedure, and in 10 of the 16 cases of 
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early carcinoma it was a life-saving measure. In 
the 6 other cases of carcinoma the nature of the 
condition was revealed by routine microscopic 
examination of trachelorrhaphy specimens. 

The fact that only 5 of 3,814 patients subjected 
to trachelorrhaphy, none of 1,408 subjected to 
cauterization of the cervix, and none of 740 sub- 
jected to amputation of the cervix are known to 
have developed carcinoma suggests that treatment 
of the diseased cervix may be a prophylactic meas- 
ure against cancer. This is indicated also by the 
fact that only 12 of 669 patients with carcinoma of 
the cervix had had a trachelorrhaphy and none had 
had a cauterization or amputation. 

A long-continued follow-up of patients whose 
cervical specimens were microscopically suspicious 
failed to reveal the development of carcinoma in any 
instance. 

In conclusion the authors state that while in some 
instances it cannot be decided from microscopic 
examination whether cancer is present or not, in 
the majority of cases the decision may be made 
quite definitely. E. L. Cornett, M.D. 


Martzloff, K. H.: Cancer of the Cervix Uteri. The 
Value of Biopsy Material for Prognosis and 
Treatment. Northwest Med., 1929, xxviii, 74. 

This study is based on seventy specimens of can- 
cer of the cervix uteri obtained at operation at the 
Johns Hopkins Hospital, Baltimore. In each in- 
stance, biopsy material was available for compari- 
son with the histological structure of the parent 
tumor. The object of the investigation was to as- 
certain the extent to which the cytomorphological 
findings in biopsy material reflect the histological 
picture of the parent tumor insofar as the pre- 
dominating type of cancer cell is concerned. 

In thirteen (30 per cent) of forty-three specimens 
of transitional-cell cancer (cells with a faint or in- 
definite cell membrane and a scanty cytoplasm 
which resembled the more deeply situated cells of 
normal cervical epithelium) the study of the biopsy 
material revealed a histological picture that did not 
satisfactorily reflect the cytomorphological findings 
in the parent tumor. In four of these thirteen 
specimens the biopsy material erroneously indicated 
a spindle-cell cancer, whereas in the remaining nine 
it failed to reveal the predominant variety of cell. 

In three (50 per cent) of six specimens of spinal- 
cell cancer (polyhedral cells with well-defined 
membranes, a large nucleus, and abundant cyto- 
plasm which resembled the superficial portion of 
normal stratified cervical epithelium) it was im- 
possible from the biopsy material definitely to de- 
termine the predominant cell. 

In four (36 per cent) of eleven specimens of spindle 
cell cancer (spindle-shaped cells), the biopsy ma- 
terial did not indicate the predominant cell of the 
parent tumor. 

In the group of cancers in which spinal and transi- 
tional-cell types occurred in about equal proportions, 
it was found that in four (40 per cent) the biopsy 


material did not bear out the findings in the parent 
tumor in that they indicated a predominance of 
transitional cells. 

From his study the author concludes that biopsy 
material from cervical carcinoma will fail to in- 
dicate the predominant variety of cell in the parent 
tumor in about 33% per cent of the cases. Therefore 
any studies, treatment, or prognosis based solely on 
biopsy material may be incorrect. 

ALIce F. MAXweELtL, M.D. 


Grandclaude, C., and Liégeois, M.: Bacteriological 
Study of the Infectious Conditions Complicat- 
ing Cancer of the Uterine Cervix (Contribution 
a étude bactériologique des états infectieux sura- 
joutés dans le cancer du col de Vuterus). Presse 
méd., Par., 1928, Xxxvi, 1271. 

When X-ray irradiation used in the treatment of 
cancer of the uterine cervix causes secondary infec- 
tion it acts less by increasing the virulence of the 
bacteria than by weakening the defense of the tis- 
sues. Traumatisms attributable to dilatation of the 
cervix may also be a factor. The micro-organisms 
most common in cancers of the natural cavities of 
the body are the bacillus coli, Hoffmann’s bacillus 
enterococcus, micrococcus tetragenus, staphylococci, 
and streptococci. The fusospirillary bodies frequent 
in cancer of the mouth are but rarely found in cervi- 
cal neoplasms. Of the anaérobes, the most common 
is the bacillus perfringens. 

Recent literature on infections complicating can- 
cer of the cervix is reviewed. In the authors’ exami- 
nations of seventy patients with infected cervical 
cancers they found staphylococci in sixty-five cases, 
the micrococcus tetragenus in fifteen, pseudodiph- 
theria bacilli in six, and strepto-enterococci in sev- 
enty. Thirty-five cultures made on anaérobic media 
showed the anaérobic streptococcus in twenty cases, 
the bacillus perfringens in nine cases, and the bacil- 
lus putrificus in two cases. In general, the staphylo- 
coccus and micrococcus tetragenus presented no 
virulent characteristics. Two strains of staphylococ- 
cus aureus produced a very active toxin. The pre- 
dominance of the strepto-enterococcus group in 
secondary infections of cervical tumors was con- 
firmed. 

Four specimens of streptococcus hamolyticus 
were obtained. These organisms in blood-bouillon 
produced a toxin which in dilutions of from 1:500 to 
1:1,000 caused positive intradermal reactions in man 
and animals. 

The anaérobic streptococci isolated by the authors 
were of three distinct varieties: (1) the micros type 
with long chains, not liquefying gelatin and not giv- 
ing off gas or a foetid odor in bioprotein media, (2) 
streptococcus putridus with large cocci, not liquefy- 
ing gelatin, not coagulating milk, and in bouillon 
producing a uniform cloudiness with gas, and (3) 
streptococcus evolutus, an anaérobe by predilec- 
tion, which liquefies gelatin, coagulates milk, and 
does not produce gas. Of the twenty strains isolated, 
four belonged to Group 1, six to Group 2, and ten to 
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Group 3. The authors believe that these strepto- 
anaérobes may be the cause of the bacteriemias in 
patients with secondarily infected cancer of the 
cervix. PACE. 


Petersen, E.: Clinical Studies of the Treatment of 
Cancer of the Uterus, Especially Radium 
Treatment (Klinische Studien ueber die Behand- 
lung des Gebaermutterkrebses, namentlich ueber 
Radiumbehandlung). Bibliot. f. Leger, 1928, cxx, 
327. 

Following a discussion of the modern treatment 
of carcinoma of the uterus, the author reviews the 
results obtained in cases treated at the Copenhagen 
University clinic during the period from 1920 to 
1922. The shortest period of observation is five 
years. 

In carcinoma of the cervix a radical operation, 
preferably the Wertheim procedure, is done when 
there are no indications of extension of the disease 
beyond the uterus. In all other cases a combination 
of radium and roentgen treatment is given. This is 
similar to that employed at Radiumhemmet in 
Stockholm, but the doses of radium are somewhat 
larger than those usually employed by Heyman. 
The author reviews seventy inoperable cases 
treated in this manner. Nineteen of the patients 
were cured, that is, they showed no sign of recur- 
rence after a period of at least five years. The inci- 
dence of cure was therefore 27.4 per cent. The other 
patients either developed a recurrence or died of 
some other condition without signs of recurrence. 
Three patients could not be traced. One patient 
died of acute diffuse peritonitis following the radium 
treatment. In calculating the incidence of cure, the 
author includes the patients who could not be 
traced and those who died of other diseases with 
those who developed a recurrence. 

A marked difference was noted between patients 
from Copenhagen and those from the provinces. In 
the former, the incidence of cure was 32.4 per cent, 
whereas in the latter it was only 21.9 per cent. The 
author explains this difference by assuming that 
most patients from the provinces came for treat- 
ment later and many of them had had a previous 
curettage and cauterization, a treatment which 
must be regarded as contra-indicated when radium 
treatment is to be given. 

A difference was noted also between the younger 
and the older patients. Of eighteen women under 
forty years of age only one was cured; of nineteen 
between forty and forty-nine years of age, four were 
cured; of nineteen between fifty and fifty-nine 
years of age, eight were cured; and of thirteen over 
sixty years of age, six were cured. 

For cancer of the body of the uterus, radium- 
roentgen treatment is recommended if operative 
treatment is contra-indicated for any reason. 

On the basis of this study, the author draws the 
following conclusions: 

In cancer of the cervix, the radical operation is 
most effective treatment when the patient is under 


fifty years of age, the disease is limited to the 
uterus, and surgical intervention is not associated 
with too great risk. After the age of fifty years, 
radium-roentgen treatment gives better results. 
When radium is to be used, curettage and cauteriza- 
tion are contra-indicated. 

In cancer of the body of the uterus, operative 
treatment—preferably vaginal hysterectomy—is the 
procedure of choice. In technically operable cases, 
radium-roentgen treatment comes into considera- 
tion only when there is some contra-indication to 
operation, but has proved more effective than 
was anticipated. GammeE tort (G). 


Corscaden, J. A., and Stout, A. P.: Sarcoma of the 
Uterus. Am. J. Roentgenol., 1929, xxi, 155. 


Corscaden and Stout state that there are malig- 
nant neoplasms which seem to originate from fibro- 
myomata. They are sometimes, but not always, 
characterized by degenerations, hemorrhages, mi- 
toses, and changes in the size, shape, number of 
nuclei, and arrangement of the cells. They show a 
marked tendency to invade the surrounding tissues 
and veins and sometimes to metastasize through the 
blood stream. They are very rare neoplasms, being 
found in probably less than half of 1 per cent of the 
fibromyomata removed by operation. 

From 1.5 to 11.5 per cent of surgically removed 
fibromyomata show morphological changes more or 
less closely resembling those of the proved malignant 
neoplasms, but according to statistics such tumors 
cause no more embarrassment to the host than other 
fibromyomata. 

There are a few cases on record in which histo- 
logically pure fibromyomata have shown invasive 
growth and have metastasized. 

In the absence of invasive growth and metastasis, 
there seems to be no unfailing criterion of malig- 
nancy in neoplasms arising in fibromyomata. 

During the past thirty years, many thousands of 
cases of fibromyoma of the uterus have been treated 
by radiotherapy. During the same period, there 
were reported four cases of sarcoma of the uterus in 
fibromyomata which were treated by irradiation. 

As the operative mortality of hysterectomy is as 
great as or greater than the incidence of malignant 
neoplasms arising from fibromyomata, removal of 
the uterus as a prophylactic measure against the 
—— development of malignancy is not justifi- 
able. 

The menace of sarcoma should not alter the 
present policy of alert conservatism in the manage- 
ment of fibromyomata nor prevent the use of radium 
and the roentgen rays for these tumors. 

Rowanp S. Cron, M.D. 


Lepper, E. H., and Martland, M.: The Bacteriology 
of a Series of Uteri Removed at Operation. 
Lancet, 1929, ccxvi, 492. 


The authors have found that micro-organisms are 
present in the interior of the uterus more frequently 
than is commonly supposed. Also that various 
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micro-organisms, including the bacillus welchii, may 
occur unsuspected. It is impossible to determine 
the nature or even the presence of infecting micro- 
organisms from the gross appearance of such tumors. 
A fibroid containing anaerobic bacilli which was 
seen by the authors showed no features by which it 
could be distinguished from many others in which 
no evidence of infection could be discovered. Red 
coloration of a fibroid does not necessarily indicate 
the presence of the bacillus welchii. In the only case 
of red fibroid in the authors’ series a streptococcus 
was isolated. The production of a pink color of 
muscle in meat medium, which was supposed to be a 
specific action of anaerobic bacilli, was caused by 
other micro-organisms grown in the same medium, 
notably streptococci. Apparently any micro-organ- 
ism which grows well in a meat medium without 
causing much change in the reaction will produce 
the conditions necessary for the reduction of the 
cytochrome of muscle, the change which is respon- 
sible for the pink color. Microscopic examination of 
the tissues may show changes suggestive of anaer- 
obic infection and the bacilli may be demonstrated, 
but they are difficult to detect because of their 
tendency to localize in small scattered areas. 

It is therefore impossible to diagnose these latent 
infections at operation, and their recognition by the 
pathologist may come too late to be of service to the 
surgeon since it is impracticable to make cultures 
and microscopic sections of every fibroid removed. 
Therefore it is well to remember that signs of 
toxemia, with or without fever, following the re- 
moval of uterine tumors may be caused by the 
bacillus welchii. The clinical picture of such a 
toxemia, described by Nurnberger and Lehman, is 
sufficiently characteristic to justify treatment with 
serum even if the bacillus has not been found. It 
seems probable that gentle handling of the tumors 
during their removal, with avoidance of bruising or 
injury to tissues, may be of the utmost importance 
to prevent generalized infection. 

RoLanp S. Cron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Horélek, F.: Salpingitis Isthmica Nodosa and 
Posttuberculous Changes in the Adnexa. A 
Histogenetic Study (Salpingitis isthmica nodosa 
und die posttuberkuloesen Adnexveraenderungen. 
Eine histogenetische Studie). 1928: Prague, Topic. 

Tuberculous infection of the fallopian tubes may 
occur by way of the blood stream from the lungs or 
by direct extension from the peritoneum. Both 
forms show a similar course and healing process. 
Hematogenous infection is the more common. In 
old cases with adhesions the route of the infection 
can no longer be demonstrated. 

The ampulla is affected first. From there the 
process extends toward the uterus. At the isthmus 
the progress of the condition is checked on account 
of the contractility of the uterine cornu. Because 
of this fact and the peculiar course of the lymph 


vessels (converging from the uterine cornu to the 
tubal isthmus and entering the tubal lumen), the in- 
fection at the isthmus attacks first, not the mucosa 
as in other parts of the tube, but the wall of the 
isthmus behind the inner circular muscle layer, and 
from there the foci, which at first are nodular, spread 
both toward the peritoneum and into the tubal 
lumen. 

In the reaction to the tuberculous infection, the 
muscular, and especially the connective tissue ele- 
ments, of the tube undergo a nodular thickening. 
This thickening and the outgrowth of dystopic 
epithelial processes from the mucosa toward the 
nodules are to be regarded as defensive processes. 
They surround and isolate the tuberculous foci and 
by breaking them up and infiltrating them lead to 
their cure. These epithelial processes are responsible 
for the picture of salpingitis nodosa, the end-stage 
of healing of the tuberculous foci with connective 
change. Frequently the tube shows confluent foci 
of caseous destruction between which dystrophic 
epithelial processes are seen. The typical picture of 
salpingitis nodosa is therefore due to tuberculous 
involvement of the wall of the isthmus with con- 
sequent muscular but chiefly connective tissue 
thickening and defensive infiltration of the dystopic 
epithelial processes from the tubal mucosa into the 
wall which as a rule leads to connective tissue heal- 
ing of the specific lesions. 

Descending tuberculosis may be checked nearer 
the uterus, in which case there is fibro-adenoma 
formation nearer the uterus with more marked 
proliferation of the uterine mucosa. There are 
several varieties of this form. When the tubal 
mucosa becomes necrotic early, the epithelial 
processes may be absent. Sometimes the fibrous 
thickening or fibro-adenomatous hyperplasia pre- 
dominates over the dystopic proliferation. When 
the mucosa of the isthmus undergoes tuberculous 
destruction it may be replaced in the healing process 
by uterine mucosa which may then form dystopic 
processes in the tube. If tubal pregnancy occurs 
under such circumstances, this tissue reacts like 
decidual tissue because it contains cytogenic tissue. 

Non-tuberculous inflammation also may lead to 
the development of salpingitis nodosa, but according 
to the author’s material this is rare. Also in other 
parts of the tube the epithelial cells of the mucosa 
play an important réle in the healing of tuberculous 
infection. Tuberculous endosalpingitis may have an 
adenomatous appearance or involve the mucosa 
diffusely. When the disease is present for some time 
there is formed at the base of the folds a labyrinthine 
fold lined with epithelium which surrounds the 
diseased mucosa and breaks up large foci. 

Vegetative tuberculous salpingitis is a manifesta- 
tion of a marked labyrinthine proliferation which the 
author calls a ‘‘spongy fold labyrinth.” The tuber- 
culous areas isolated by this epithelial tissue suffer a 
decrease in their nutrition and undergo regressive 
and connective tissue changes which result in the 
posttuberculous picture of stellate labyrinthine 
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fold progressing toward a connective tissue center. 
In the center there are healing nodules, areas with 
cholesterin, connective-tissue healing caseous foci, 
lymphocyte infiltrations, calcium incrustations, and 
degenerating tuberculous foci. The connective 
tissue center is later restored to a fold labyrinth by 
the proliferation of epithelial processes. Especially 
in the ampulla peculiar formations often result from 
cystic distortion of the processes. Hydrosalpinx 
develops from thinning of the intervening wall and 
from adhesion of the ampulla due to the serous con- 
tents of the tuberculous tubes. Under such condi- 
tions the fold labyrinth may proliferate and later 
may again become compressed by the fluid contents 
and undergo regressive changes ending in its de- 
struction. 

Sometimes the proliferation of the spongy laby- 
rinth leads to adenopapillary and malignant new- 
growths. In the ampulla, the marked connective 
tissue formation of tuberculosis often results in the 
picture of pseudofollicularis cystica. 

The signs of healed tuberculosis of the tubes in- 
clude, besides calcium and cholesterin, the presence 
of fatty tissue which the author calls ‘“‘substitution 
fat.’’ In caseous destruction of the tubal mucosa, 
especially in the ampulla, there is cholesterin forma- 
tion, the tuberculous origin of which is evidenced by 
granulations. The granulations are changed to 
hyalin connective tissue which surrounds the 
cholesterin-like caseous foci. At this stage of heal- 
ing the tuberculous area resembles a dermoid. 
Hence the author calls it a “‘pseudodermoid.”’ Such 
areas are sometimes partially surrounded by a de- 
fense labyrinth and often by calcium incrustations 
in the form of a wall. The cystic dilatation of the 
defense labyrinth compresses the hyalin-encapsulat- 
ed pseudodermoid lying in the center of the tube 
and the latter is changed into a hyalin-connective 
tissue center of the stellate labyrinth. The latter 
may again be permeated by the epithelial processes 
with the resulting formation of a cystic labyrinth or 
pseudofollicular structure with a large amount of 
connective tissue between the epithelial processes. 
Finally, larger pseudodermoids may acquire serous 
contents as the result of a loss of cholesterin and 
become cystic, a change which is especially apt to 
occur in caseous foci in the ovary. The tuberculous 
nodules may also become surrounded by a ring of 
lymphocytes and changed entirely into a collection 
of lymphocytes. 

Another sign of regeneration is the formation of 
calcium deposits in the giant cells of the nodules. 
These result from the changing of fat derivatives 
formed in the caseous masses during the healing 
process into calcium soaps. Calcium deposits, in- 
crustations, and foci of lymphocytic infiltration are 
evidence of a tuberculous process. 

The serosa of the tube in tuberculosis often shows 
a papillary proliferation and forms dystopic epi- 
thelial processes with metaplastic serosal epithe- 
lium of a cylindrical character which is often thick- 
ened and contains calcium deposits or lymphocytes. 


In the ovary there is small-cyst degeneration due 
to adhesive inflammation or the effect of toxins. 
There are also blood-containing lutein or follicular 
cysts, but these may be found also in other types of 
inflammation. Tuberculosis is indicated by the 
presence of caseous foci and, in the healing period, 
by pseudodermoids, cysts with hyalin walls, and 
hyalin bodies in the wall which are stained with 
blood pigment. In posttuberculous changes, dystopic 
inverting and papillary everting proliferation and 
numerous calcium deposits in the ovaries are 
striking. Gross (G). 


Taylor, H. C., Jr.: Malignant and Semi-Malignant 
Tumors of the Ovary. Surg.,Gynec. & Obst., 19209, 
xl viii, 204. 

The author presents a clinical and histological 
review of 150 cases of tumors diagnosed as papillary 
cystadenoma, primary carcinoma, or sarcoma of the 
ovary. 

According to the theory most generally accepted 
today regarding the origin of primary epithelial 
tumors of the ovary, a certain mixed group are of 
teratomatous origin and possibly include the pseu- 
domucinous tumors, whereas the common serous 
cyst and its hyperplastic and malignant varieties 
arise from the germinal epithelium or abnormally 
placed endometrial tissue. 

Taylor gives the findings of a study of these types 
of ovarian tumors in their various stages of hyper- 
plasia and malignancy, describes their histological 
characteristics, and reports the end-results of each 
group. 

With regard to the histological criteria of malig- 
nancy, it was found that, in ovarian tumors, loss of 
differentiation does not carry with it so unfavorable 
a prognosis as the presence of marked nuclear irregu- 
larity, even though the latter occurs in tumors with 
a structure showing moderate functional differentia- 
tion. Therefore the results in cases of tumors with 
completely undifferentiated cells were slightly better 
than those in cases of tumors with partially differ- 
entiated cells but marked nuclear irregularity. 

The operative mortality depends chiefly on the 
selection of the cases. In the cases of true carcinoma 
which are reviewed by the authors the mortality 
was 11.8 per cent, and in those of semi-malignant 
papillary tumors, 2.2 per cent. 

The incidence of late cures reported depends 
partly upon the pathologist’s conception of where 
to draw the line of malignancy. If patients with 
positively malignant tumors who have survived 
three years are included, the incidence of cure in the 
cases reviewed was 8.5 per cent, whereas if those 
with actively growing papillary cystadenomata are 
included, the percentage becomes 21.1. The un- 
traced patients are counted as being dead. 

The prognosis is dependent upon the histology 
only in the unusual type that may cause peritoneal 
implantations and regress after complete hysterec- 
tomy. This variety may be in the nature of a hyper- 
plasia of a peritoneal endometriosis. 
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The prognosis depends almost directly upon the 
extension of the growth, for when there is a cancer 
beyond the ovaries, uterus, or tubes, the results are 
always poor except in the rare cases in which a cure 
is obtained with the aid of the X-ray. 

The younger the patient the more benign the 
histological structure of the tumor is likely to be. 

Pathological conditions of the generative organs 
associated with these ovarian tumors include fibro- 
myomata, cystic degeneration of the uninvolved 
ovary, and hyperplasia of the endometrium. 

Among the possible etiological factors in the de- 
velopment of ovarian carcinoma are the physiological 
decrease of function at the time of the menopause 
and, in women who develop the disease early, con- 
genital underdevelopment. In younger women with 
ovarian tumors fertility is decreased and menstrua- 
tion is scantier than in normal women of the same 
age. 

The treatment of ovarian tumors should be com- 
plete hysterectomy with usually the removal of both 
ovaries and, in cases of malignancy, postoperative 
irradiation. Harry W. Fink, M.D. 


MISCELLANEOUS 


Hosoi, K., and Meeker, L. H.: Endometriosis. 
Arch. Surg., 1929, xviii, 63. 

The authors report seven unusual cases of endo- 
metriosis. In Case 1, endometriosis in an inguinal 
lymph node was associated with endometriosis of the 
groin and an endometrial carcinoma of the trans- 
verse colon. In Case 2, endometriosis of the vermi- 
form appendix was associated with endometriosis of 
the fallopian tube. In Case 3, there was endometri- 
osis of the fallopian tube. In Case 3, there was endo- 
metriosis of the vermiform appendix but no other 
demonstrable pathological process in the pelvis. In 


Case 4, endometriosis appeared in an appendectomy 
scar twenty-six and a half years after the appendec- 
tomy. In Case 5, endometriosis of the bladder was 
associated with endometriosis of the uterus and fallo- 
pian tube. In Case 6, particles of endometrium were 
found lying free in the lumen of a normal fallopian 
tube but there was no other pathological process in 
the pelvis. In Case 7, the presence of particles of 
endometrium in the lumen of a fallopian tube was 
associated with endometriosis of the ovary and tube 
and the posterior wall of the uterus. 

No one of the various theories advanced as to the 
pathogenesis of endometriosis will explain all of these 
cases. Macnus P. Urnes, M.D. 


Kelly, G. L., Fulghum, C. B., Goodwin, T. W., and 
Todd, W. A., Jr.: Artificial Insemination by 
Way of the Ovarian Bursa in the Guinea Pig. 
Surg., Gynec. & Obst., 1929, xlviii, 200. 


Artificial insemination by way of the ovarian 
bursa was accomplished by the authors in experi- 
ments on guinea pigs in about two-thirds of the 
attempts. The young were normal at birth and 
thrived just as the progeny resulting from natural 
insemination. 

It was possible by this method to produce young 
born at the same time from one mother but from 
different fathers. Whether these findings have any 
clinical significance is problematical. If human 
sperm could be obtained in an aseptic condition and 
the exact time of ovulation in woman could be fore- 
told, it is probable that successful impregnation 
could be accomplished by this method in certain 
cases in which laparotomy is necessary for some 
other purpose. The method opens up a field of in- 
vestigation into the behavior of spermatozoa in 
relation to the ovum and the fallopian tube. 

Harry W. Frnx, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Hofbauer, J. I.: A Specialized Type of Muscle in 
the Human Pregnant Uterus Possibly Analo- 
gous to the Conductive System of the Heart: 
Anatomical and Clinical Evidence. J. Am. M. 
Ass., 1929, xCii, 540. 

Hofbauer calls attention to the development in 
the outer layer of the pregnant uterus of a specialized 
structure of muscle tissue with microscopic features 
in marked contrast to those of the rest of the uterine 
musculature and closely resembling the Purkinje 
system of the heart. 

A study of the histological structure of the wall 
of the pregnant uterus shows that beneath the peri- 
toneal covering there is a thin superficial layer of 
relatively compact longitudinal fibers followed by a 
thicker layer of circular fibers spread apart by 
characteristically arranged connective tissue spaces 
containing many vessels. Internal to this is a layer of 
muscles interlacing in both directions, and internal 
to that is the bulk of the uterine muscle, which 
consists of a dense felt-like mass of fibers extending 
to the base of the decidua. The development of the 
longitudinal bundles is most pronounced in the 
middle third of the anterior wall. In the posterior 
wall the structure terminates half way between the 
fundus and the internal os. On the posterior wall 
of the lower uterine segment there is a superficial 
band of longitudinally arranged fibers which spreads 
horizontally toward both sides. 

The specialized system in the outer portion of the 
pregnant uterus is visible to the naked eye as dis- 
tinct longitudinal bands which are mainly parallel. 

When the author examined the outer layer of the 
uterus microscopically his attention was first drawn 
to this tissue by what appeared to be the presence of 
vacuoles. Further study of the tissue showed it to 
consist of a characteristic structure conspicuously 
differentiated by the clear diaphanous character of 
its specific elements, presenting a histological pic- 
ture much like that of Purkinje fibers. 

Cross-sections showed a network of cells of very 
special character. The bulky cells are polyhedral 
and present an abundant protoplasm with a central 
zone enclosing the nuclei. In some specimens the 
central zone is pale, non-staining, and perfectly 
homogeneous while the cortical zone, which may be 
very thin or may encroach considerably on the 
central zone, appears darker because of its granular 
sarcoplasm. In some of these cells there is a zone of 
condensation running transversely through the 
cytoplasm or a partition dividing the cytoplasm into 
a clear and a darker area. 

Other characteristics of the structure are a well- 
developed connective-tissue sheath with a few 
elastic fibers surrounding the individual bundles 
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and, within the fasciculi, ramifying bands of connec- 
tive tissue which are abundantly supplied with 
delicate vessels and divide the bundle into several 
divisions. 

As the cells of the specialized layer are larger than 
those of ordinary uterine muscle fiber, they may be 
easily seen permeating the muscle stratum beneath 
the vascular layer. 

When strips obtained from the subperitoneal 
layer of the pregnant uterus are suspended in 
Locke’s solution they show strikingly more frequent 
and more vigorous contractions than strips taken 
from other parts of the organ. Their response to 
small amounts of pituitary extract is also more 
pronounced. Following incision of the uterine wall 
at caesarean section, the superficial layer retracts 
more vigorously than the rest of the muscle. Follow- 
ing the intramuscular injection of pituitary extract 
at cesarean section, a pale band from 2 to 3 in. 
wide, composed of parallel fibers, becomes visible 
over the anterior surface from the bladder reflexion 
to the fundus. Its pattern suggests the tenia of the 
large intestine. The wave of contraction spreads 
from this band and involves an ever-increasing 
area of the organ. Synchronous with the first 
appearance of the tenia in the midline there come 
into view an orbicular structure surrounding the 
insertion of the tubes and a pale zone in the midline 
of the posterior aspect of the lower uterine segment. 

In the author’s opinion, the system described 
may be designated as the pacemaker of the par- 
turient uterus. 

This peculiar formation may be demonstrated 
after the fourth week of pregnancy and is well 
developed by the middle of pregnancy. In the pre- 
menstrual period the muscle fibers of the outer layer 
show a definite swelling of their cytoplasm. The 
evidence indicates that the muscle structure 
described develops from the subserous connective 
tissue. Donatp G. Totierson, M.D. 


Geist, S. H., and Matus, M. R.: The Relation of 
Ectopic Gestation to the Associated Uterine 
Changes and Vaginal Bleeding. Am. J. Obst. & 
Gynec., 1929, Xvii, 151. 

An analysis of thirty-nine cases of ectopic gesta- 
tion’ showed a striking lack of regularity between 
the symptoms and the findings. Decidua was found 
in some cases with a long history of bleeding but not 
in others with a similar history, and in some cases 
with viable villi and not in others. The duration of 
the bleeding did not give a clue to the condition of 
the uterus. 

The presence or absence of a fetus did not neces- 
sarily determine the reaction of the uterine mucosa. 
Chorionic villi, some degenerated and some pre- 
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served, were found in many cases in which the 
mucosa varied from the typical decidua to the 
typical interval mucosa. 

These cases demonstrated that, as has been 
emphasized by Sampson and Novak, a decidual 
reaction in the uterus may be expected if there is no 
external bleeding. 

In the cases of tubal rupture, decidua was en- 
countered in the uterus three times as frequently as 
in cases of tubal abortion. 

In cases with a long history of spotting, and even 
in some cases of profuse bleeding lasting for from 
fourteen to forty-eight days, a viable fetus was 
found although such bleeding is generally con- 
sidered to be evidence of the death of the fetus. 

In some cases, the bleeding associated with an 
ectopic pregnancy may be vaginal bleeding caused 
by the patient’s efforts to induce abortion. In 
others, it may be of the same character as that 
which occurs occasionally, especially in the early 
months, in intra-uterine pregnancy without inter- 
rupting the gestation. Sometimes it may be caused 
by uterine and tubal contractions. Spotting is a 
symptom of far less import than bleeding as an 
indication of ovular damage. Of ten patients giving 
a history of spotting, seven had decidua in the 
uterus, one had no decidua, and two expelled casts. 
The spotting in these cases was probably caused by 
uterine contractions initiated by the efforts of the 
tube to expel its contents. In some cases of ectopic 
pregnancy the bleeding may be that which accom- 
panies or precedes the casting off of the decidua and 
is initiated by the death of chorionic tissue. The 
casting off of the decidua may occur all at once or 
gradually. I. L. Cornett, M.D. 


Uterine Scars 
J. Am. M. 


Greenhill, J. P., and Bloom, B.: 
After Cervical Caesarean Section. 
Ass., 1928, xcii, 21. 

In a series of thirty-seven cases in which a cervical 
cesarean section had been done, pieces of tissue were 
removed from the site of the incision at the time of a 
repeated cervical cwsarean section. In five (13.5 per 
cent), the scar was so thin as to suggest, from the 
anatomical point of view, that the uterus could not 
stand a test of labor. Actually, however, two of the 
five women had been in labor before the repeated 
operation was performed. 

In six cases (16.2 per cent) no scar tissue at all 
could be found. These almost certainly represented 
perfect anatomical healing as the blocks of tissue 
were removed by experienced surgeons who knew 
where to find scar tissue if any had been present. 

In twenty-six cases (70.3 per cent) the evidence of 
scarring was not sufficient to suggest even the likeli- 
hood of failure to withstand a test of labor. 

In the entire world literature there are reports of 
only twelve authentic cases of rupture of the uterus 
after cervical caesarean section in which the incision 
was limited to the lower segment of the uterus. Rup- 
ture of the fundus or in the fundal part of an incision 
begun in the lower uterine segment has been slightly 


more frequent. All of the ruptures occurred in pa- 
tients who had been in labor a long time, and none of 
them occurred during pregnancy. 
It is generally believed that the wound heals best 
when interrupted sutures are used. 
Car H. Davis, M.D. 


Thoms, H.: A Roentgenographic Study of Placental 
Infarcts. Am. J. Obst. & Gynec., 1929, xvii, 176. 


From a study of fifty-eight placente prepared by 
the injection of barium sulphate, the author con- 
cludes that marginal white infarct formation is so 
common that it may be considered a normal phenom- 
enon in the mature placenta. The circulatory dis- 
turbance at the edge of the placenta resulting from 
such infarcts is negligible. The small white infarcts 
which are frequently seen scattered over the fetal 
surface are for the most part purely surface lesions; 
they cause no changes in the subjacent circulation. 

In the cases from which the placente studied 
were obtained, no definite relationship between 
infarct formation and the toxemia of pregnancy was 
noted. There were typical cases of toxamia with 
no apparent circulatory disturbance and cases of 
infarct formation with evident circulatory arrest in 
which there was no sign or history of toxemia. In 
17 per cent of the placenta the degree of infarction 
was sufficient to interfere with the placental cir- 
culation. FE. L. Cornett, M.D. 


Reynolds, F. N.: Placenta Previa and Its Result- 
ing Fetal Mortality. Brit. M.J., 1929, i, 387. 


The maternal mortality of placenta previa is 
about 5 or 6 per cent. In a series of 308 cases it was 
5.5 per cent. In the cases in this group in which 
spontaneous delivery occurred it was 6.4 per cent, 
whereas in those in which vaginal plugging was 
done it was 1.9 per cent; in those in which the De 
Ribes bag was used it was 7.9 per cent; in those in 
which version and bringing down of a leg were done 
it was 6.0 per cent; and in those in which cesarean 
section was performed it was 5.5 per cent. It was 
therefore lowest in the cases in which vaginal plug- 
ging was done, but this method is sufficient in only 
the milder cases of the lateral type, especially those 
in which hemorrhage is controlled with the onset of 
labor. The mortality was next lowest in cases in 
which caesarean section was performed, the method 
used in cases of the central type. 

The outlook for the child is uniformly unfavorable. 
Many of the infants are stillborn and many die 
shortly after birth. The causes of the infant mor- 
tality are asphyxia from placental separation, ham- 
orrhage from laceration of the placenta, pressure 
on the cord, and prematurity. In the 308 cases re- 
viewed the total infant mortality was 59 per cent. 
In cases of spontaneous delivery in this series it was 
43-5 per cent, whereas in those in which vaginal 
plugging was done it was 58.5 per cent; in those in 
which the De Ribes bag was used it was 57.0 per 
cent; in those in which version and bringing down of 
a leg were done it was 78.0 per cent; and in those in 
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which cesarean section was performed it was 42.6 
per cent. 

It therefore appears from this large series of cases 
that in the most common type of placenta previa 
treated by modern methods the maternal mortality 
is 6 per cent and the fetal mortality 78 per cent. 

The author draws the following conclusions: 

1. The fetal mortality in placenta praevia is 
worthy of serious consideration. 

2. More frequent use of cwsarean section can re- 
duce this mortality without increasing the risk to 
the mother. 

3. This method has never been tried in a sufficient 
number of suitably selected cases for a correct esti- 
mate of its value. 

4. The usual objections to the method can be 
largely discounted when the operation is performed 
by modern technique and under suitable conditions. 

Ro anp S. Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Schubert, von: The Value and the Best Method of 
Roentgenological Measurement of the Pelvis 
(Ueber den Wert und die beste Methode der 
roentgenologischen Beckenmessung). Zischr. ff. 
Geburtsh. u. Gynaekol., 1928, xciii, 658. 

Of the older methods of measuring the pelvis with 
the roentgen rays those based on the stereometric 
procedure (estimation of the measurements from the 
differences in two exposures) do not give correct 
results as it is impossible to make the pelvic inlet 
assume a parallel position with the plate with the 
aid of externally approachable bony points of meas- 
urement, the end-points of the true conjugate are 
projected into the bony shadow and cannot be iden- 
tified upon the plates, and it is impossible, in the 
living, to determine the point which lies exactly 
above the center of the sagittal diameter of the 
pelvic inlet. Moreover, the stereo procedures are 
inconvenient and time-consuming and subject the 
patient to unnecessary radiation. 

In procedures with only a single exposure the 
attempt is made to correct the unavoidable en- 
largement in the roentgenogram mathematically. 
In such procedures the surface area of the plate to be 
examined must be absolutely parallel. If the “plane 
of the pelvic inlet”? which contains the true con- 
jugate cannot in itself be made parallel with the 
plate, the error in the measurement will be still fur- 
ther increased because the external conjugate and 
the true conjugate do not lie entirely in one plane 
and angles of from 25 to 32 degrees between the 
two conjugates are relatively common, especially in 
pathological pelves. The angle between the true 
conjugate and the plate and the projection of the 
end-points of the true conjugate into the bony 
shadow result in errors which together may suggest 
a shortening of the true conjugate of from 2 to 2.5 
cm. Moreover, measurement of the ‘‘plane of the 
pelvic inlet” in square centimeters is impossible be- 
cause the terminal plane lies, not at the level of the 


promontory, but below it and one can speak only of 
an “entrance space of the pelvis” (Sellheim), the 
outlines of which are complicated by curves. The 
author shows the appearance of this pelvic inlet 
figure in the plate by roentgenograms of two liga- 
mentous pelves in which small lead balls were placed 
at different points. These roentgenograms show 
that such a projection of the pelvic inlet figure on the 
plate is of no value in roentgenological measurement 
of the pelvis on the plate. 

On the other hand, very exact measurements can 
be obtained when the sagittal plane of the body is 
brought parallel with the plate and transverse ex- 
posures of the pelvis are made, as has been done by 
Thoms and Guthmann. By this method the size 
and position of the fetal head can be determined. 

The author has improved the method of trans- 
verse exposure by making the exposures with the 
patient in the dorsal position, the rays passing 
through from one side to the other. In this way the 
soft parts are compressed laterally. The advan- 
tages of this procedure are summarized as follows: 

1. The path of the roentgen rays is shortened and 
fewer secondary rays are produced. 

2. The patient is definitely fixed so that expo- 
sures can be made even during labor pains and 
anesthesia. 

3. The endangered skin is pushed away from the 
focus and rendered anamic, so that burns are not to 
be feared. 

The compressor makes it possible to estimate 
the distance from the focus to the symphysis with- 
out measuring as a certain position of the strongly 
compressed lateral wall of the body corresponds to a 
certain position of the sagittal plane. 

It is estimated how large a centimeter lying in the 
objective plane will appear on the plate and this 
measurement is indicated on the cassette and photo- 
graphed simultaneously. 

The filter used consists of 1 mm. of aluminum and 
4 mm. of wood. The duration of the exposure is 
from fifteen to twenty seconds. The effect on the 
tube is 88 kv., and the load, 20 ma. When balls 
with a diameter of 12.5 cm. are used, the ball spark 
gap is 46 mm. The distance between the focus and 
skin is about 35 cm. Therefore in fifteen seconds 
37 R fall upon the skin and about 7 R upon the 
ovary. 

Because of the possibility of repeated exposures, 
an insight into the physiology and pathology of 
labor can be gained and the spatial relationships 
between the pelvis and fetal head can be presented 
to the student in a simple way. Kasoru (G). 


Reis, R. A.: A Comparative Study Based on 500 
Consecutive Cases of Induction of Labor. 
Am. J. Obst. & Gynec., 1929, xvii, 392. 

The author reviews 500 consecutive inductions of 
labor in the cases of 430 women past the thirty- 
eighth week of pregnancy. In 338 cases the induc- 
tion was successful. ‘Twenty-six women had 2 
inductions and 16 had from 3 to 5. 
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Six methods were tested. Pituitrin alone was 
successful in 26 per cent, castor oil in 53 per cent, 
castor oil, quinine, and pituitrin in 73 per cent, and 
bag insertions in 95 per cent. Stripping of the mem- 
branes markedly increased the incidence of success- 
ful results. After the membranes were stripped, 
pituitrin was successful in 36 per cent, castor oil in 
77 per cent, and castor oil with quinine and pituitrin 
in 94 percent. Stripping of the membranes does 
not hasten the onset nor shorten the duration of la- 
bor. Primipara responded to the induction as well as 
multipare. 

The medical induction of labor raises the gross 
and the corrected morbidity from 8.6 and 5.1 per 
cent to 10.5 and 5.8 per cent respectively. When 
stripping is added, the gross and corrected morbidity 
increases to 11.6 and 6.4 per cent respectively. The 
gross and corrected morbidity following bag in- 
ductions in the cases reviewed was 33.3 and 27.7 
per cent respectively. There is no effect on the fetal 
mortality or morbidity. The most effective method 
of medical induction of labor at or near term is the 
use of castor oil, quinine, and pituitrin. 

In the discussion, DANFORTH said that in some 
cases the doses of quinine are far larger than those 
given in the cases reviewed. He himself does not 
use over 10 gr. He gives 2 doses of 5 gr. each 
separated by an interval of an hour. He believes 
that multipare respond slightly better than primip- 
are. 

Ho.mEs stated that for many years he has been 
convinced that bag induction is a mistake, as is also 
the use of the catheter for the induction of labor in 
the cases of women with minor pelvic deformities, 
since if there should be an error of judgment and if 
after labor has supervened there is still a cephalo- 
pelvic disproportion, casarean section could not 
be performed. Holmes has frequently used the 
blind catheter for the induction with successful 
results. 

REED agreed with Reis regarding the equal re- 
sponsiveness of multipare and primipare. He be- 
lieves that castor oil and quinine will succeed in 
about 60 per cent of the cases and that the bag is 
the most reliable mechanical agent. He stated that 
in stripping the cervix the finger cannot be intro- 
duced without carrying contamination from the 
vaginal walls into the cervix. 

CULBERTSON said that in his experience the ad- 
ministration of castor oil and quinine has been so 
satisfactory that he always tries it first and resorts 
to one of the other methods only when it fails. 

STEIN stated that when the cervix is not effaced 
the induction of labor by the ordinary bag produces 
cramp-like pains which do not dilate the cervix. 
However, the patient sometimes goes into labor 
from eighteen to twenty-four hours later without 
the use of any additional method. 

GREENHILL suggested that some of the severe 
cramp pains and fetal deaths in cases of induced 
labor may be attributed to the histamin in certain 
specimens of quinine. E. L. Cornet, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Harris, J. W., and Brown, J. H.: A Clinical and 
Bacteriological Study of 113 Cases of Strepto- 
coccic Puerperal Infection. Bull. Johns Hopkins 
Hosp., Balt., 1929, xliv, 1. 


From June 9, 1926, to August 29, 1927, uterine 
cultures from 168 patients with intrapartum infec- 
tion, postpartal fever, or incomplete abortion were 
studied in the obstetrical service of the Johns Hop- 
kins Hospital. Sixteen specimens were sterile, 39 
contained organisms other than streptococci, and 113 
contained streptococci in pure culture (19 times) or 
associated with other organisms (94 times). These 
113 cases yielded 116 strains of streptococci. Aerobic 
and anaerobic varieties were approximately equal in 
frequency. ‘Two cultures were from cases of intra- 
partum infection, 11 from cases of incomplete abor- 
tion, and 100 from cases with the clinical picture of 
puerperal infection. 

In 7 of the 11 cases of incomplete abortion, the 
streptococci were of the aerobic beta-hamolytic vari- 
ety; in 2, they were aerobic and non-hemolytic; and 
in 2, they were anaerobic. One anaerobic strain was 
of the beta-hemolytic variety. This culture was 
from the only patient in the series whose infection 
resulted fatally; death was due to general peritonitis. 

Of the other patients, 28 were delivered by various 
operative measures. There were 2 deaths, both those 
of women who were infected prior to their admission 
to the hospital. Neither death could be ascribed to 
puerperal infection. One patient died three hours 
after delivery from hemorrhage and shock due to 
placenta previa, and the other (an eclamptic) died 
two days after delivery from pneumonia. Seventy- 
four women were delivered spontaneously. In the 
cases of 42 of these, vaginal examinations were made 
during labor, the membranes ruptured prematurely, 
or the perineum was lacerated. In 6 of the series of 
42, aerobic beta-hamolytic streptococci were found, 
but in the uncontaminated series of 25 this strain 
was discovered only once, a fact seeming to indicate 
that the organism is generally exogenous. ‘This 
assumption was substantiated by the findings in 
another series of 30 afebrile women studied on the 
fifth day after delivery, in 24 of whom streptococci 
were found, but in none of whom was the organism 
of the aerobic beta-hamolytic variety, which is gen- 
erally conceded to be associated with the more seri- 
ous types of puerperal infection. 

It was noted that puerperal infection occurred 3 
times more frequently in colored women than in 
white women, and that infection with the gamma 
non-hemolytic streptococcus (which is probably en- 
dogenous) was found 5 times more often in the col- 
ored women than in the white women. These differ- 
ences may have been due to the less cleanly habits, 
the unhygienic environment, and the poorer phy- 
sique of the colored women. 

It appears from these cases that the streptococci 
found in puerperal infection are rarely of faecal origin. 

KE. L. Kine, M.D. 
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Prather, G. C.: Postpartum Bladder Complica- 
tions. Am. J. Obst. & Gynec., 1929, xvii, 215. 

This article is based on fifty-eight cases of post- 
partum bladder complications which were treated 
for two or more days on the urological service of the 
Boston Lying-In Hospital during the years 1925, 
1926, and 1927. Eighty-seven and six-tenths per 
cent of the patients were primipare. In thirty-nine 
cases (67.24 per cent of the total number) there was 
acute retention. In the nineteen cases without acute 
retention (32.76 per cent of the total number) there 
was residual bladder urine varying from 3 to 66 oz. 
The average amount of residual urine was 28 oz. 

The author states that postpartum bladder com- 
plications are sometimes overlooked. Unexplained 
postpartum fever may be due to residual urine. 
Bladder complications may follow any type of 
delivery. Injury to the bladder wall at delivery, in- 
creased bladder capacity, and temporary disturb- 
ance of the function of nerves to the bladder are 
believed to be responsible. 

The treatment advised for acute retention is in- 
termittent drainage followed after forty-eight hours 
by constant drainage if at the end of that time the 
residual urine is still more than 1% oz. or there is a 
fever which cannot otherwise be explained. 

The treatment advised for non-acute retention 
with residual urine is immediate constant drainage. 
Cystitis in such cases is due to residual urine or to 
injury of the bladder mucosa from overdistention or 
trauma rather than to catheterization. 

In conclusion the author states that acute reten- 
tion and residual urine in the bladder predispose to 
postpartum pyelitis. E. L. Cornett, M.D. 


NEWBORN 


Ehrenfest, H.: Intracranial Birth Injuries. J. Am. 
M. Ass., 1929, xcii, 97. 

Schroeder, P. L.: Behavior Difficulties in Children 
Associated with Birth Trauma. J. Am. M. Ass., 
1929, xCcii, 100. 

EHRENFEST Calls attention to the fact that many 
clinically normal newborn infants exhibit varying 
transient manifestations of mild birth injury. He 
believes it therefore logical to conclude that there 
is a physiological intracranial birth trauma, gener- 
ally a sort of contusion or concussion of the brain. 
More severe injuries cause immediate death or may 
be manifested by the familiar symptoms of intra- 
cranial hemorrhage with later sequel if resorption 
and restitution are not complete. 

The chief phases of labor causing these injuries 
are moulding and alterations in the intracranial 
blood distribution. The former acts by distorting 
the venous sinuses by compressing the skull in one 
direction, elongating it in another, and causing strain 
and sometimes tears of the dural folds, especially the 
free edge of the tentorium. The alteration in the 
blood distribution is due to some extent to the com- 
pression, but chiefly to the suction effect produced 
by the lowered pressure on the presenting part of 


the head after full dilatation of the cervix and rup- 
ture of the membranes as compared with the in- 
creased pressure in other parts of the fetal cranium 
during uterine contractions. Contributory factors 
are the increased friability of the vessel walls and 
dura in premature infants and the delayed blood- 
coagulation time which is common in the newborn. 

The prophylactic measures are obvious. Espe- 
cially if the baby is premature, a labor which is pro- 
gressing normally should not be hastened or short- 
ened. Episiotomy is often of value. Retardation of 
the fetal heart beat, generally due to increased com- 
pression of the head, often yields to the administra- 
tion of ether or chloroform. Forceps should be 
applied in such a manner that they will not increase 
the intracranial tension. Undue haste in extraction 
is to be avoided, especially in delivery of the after- 
coming head in breech presentations. As from 70 to 
80 per cent of newborn infants who are born dead or 
who die soon after birth seemingly as the result of 
asphyxiation succumb to intracranial lesions, the 
seemingly asphyxiated baby should be considered to 
be suffering from intracranial trauma, and vigorous 
resuscitative measures, especially the method of 
Schultze, should be avoided. The subcutaneous ad- 
ministration of 20 c. cm. of the father’s or mother’s 
blood will often increase the coagulability of the 
fetal blood and check the intracranial bleeding. 

SCHROEDER states that of a total of 5,000 children 
examined at the Illinois Institute for Juvenile Re- 
search, 146 had infantile cerebral palsy and 79 
others had shown signs of cerebral injury at birth. 
Of the first group, 34 per cent had no behavior diffi- 
culties other than retardation, whereas of the second 
group only 5 per cent were free from behavior diffi- 
culties. Also in the group with palsy the incidence 
of personality difficulties was much lower. Muteness 
was twice as common in the group with palsy as in 
the others, and fecal incontinence and epilepsy were 
also more common in this group. 

The author concludes that the behavior problems 
in children born after difficult labor are chiefly the 
result of mental retardation; that the characteristic 
personality traits are distractibility and hyper- 
activity; and that the behavior differences between 
the two groups are explained chiefly by the absence 
of an orthopedic handicap in the group with cerebral 
injury. E. L. Kine, M.D. 


Paddock, R.: Intracranial Injury Due to Labor: A 
Clinical and Pathological Study. South. M. J., 
1929, xxii, 130. 

The author reviews the autopsy findings in 46 
cases of intracranial injury due to labor. The preg- 
nancies were of at least twenty-eight weeks duration. 

The 16 infants which were born prematurely and 
weighed only 2,400 gm. or less were delivered 
spontaneously. In such infants the delicate cranial 
structures cannot withstand the stress and strain 
due to the resistance of the birth canal. 

In the cases of postmature infants the head is 
usually larger, the sutures are smaller, the bones are 
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more ossified, and overriding is less than in infants 
born at term. Accordingly, there is extreme mould- 
ing and intracranial injury may result from the 
accommodation of the head to the pelvis. In the 
series reviewed, there were 6 infants of this type. 

When labor is prolonged and the pelvis contracted, 
artificial termination of labor is necessary. In 2 of 
the cases reviewed fatal haemorrhage in the cranial 
cavity was caused by traction with the forceps. 

Difficulty in descent or rotation due to abnormal 
presentation may require intervention. Traction or 
rotation by forceps resulted fatally in 9 of the cases 
reviewed. 

In 13 cases the hemorrhage was associated with 
breech presentation. ‘The direct causes were rapid 
extraction with sudden moulding of the head. 

The forces in labor are such that injury to the 
tentorium and falx are possible in even the spon- 
taneous delivery of infants at term. In cases of 
contracted pelvis and malpresentation the traction 
exerted in instrumental delivery further increases 
the natural stress and strain. The incidence of 
intracranial injuries caused by prolonged pressure 
against the resistant perineum of the primipara will 
be greatly reduced by the prophylactic use of perineal 
forceps and the performance of episiotomy when the 
head distends the vulvar orifice to 5 cm. In cases of 
breech presentation, the incidence of injury and 
death will be lessened by slow delivery according to 
the technique of Potter. 

Donatp G, ToLtterson, M.D. 


Collins, F. G., and Campbell, H.: Pemphigus 
Neonatorum. Lancet, 1929, ccxvi, 227. 

The authors review fifty cases of pemphigus 
neonatorum with a mortality of 1oper cent. The mild 
type of the condition is characterized by blister 
formation with apparently no general symptoms. 
The severe type resembles a wide-spread exfoliative 
dermatitis accompanied by toxwmia, emaciation, 
high fever, and prostration, and is usually fatal. 

In most of the cases reviewed, the typical blister 
appeared from six to ten days after birth, but in 
eleven cases it occurred earlier and in nine later. 
In thirty-seven cases it appeared first in the groin, 
umbilical region, or legs. In all except one of the 
cases in which a bacteriological examination was 
made the staphylococcus aureus was found in pure 
culture. 

The condition developed in an institution in only 
one case. Forty-six of the mothers lived in very poor 
and overcrowded districts. Forty-five were de- 
livered by midwives. One of the midwives was the 
attendant in fifteen of the cases and another was the 
attendant in nine. The disease is apparently spread 
by the attendant. The midwife who attended fifteen 
of the mothers had four cases develop in the period 
of three weeks. When she left on a vacation for 
five weeks, no further cases developed in her district, 
but when she resumed her work, six cases developed 
in two weeks. She was examined for possible foci 
of infection but the findings were negative. 


The prevention of the condition depends on the 
strictest isolation of suspicious or proved cases and 
careful disinfection of attendants and equipment. 
Doctors and other attendants with septic foci should 
not be allowed to deliver or care for infants or 
mothers. The spread of the condition may be pre- 
vented by daily baths with an antiseptic such as 
potassium permanganate. The infants should be 
examined daily for blisters and, when the lesions are 
found they should be ruptured and sterilized early. 
Greasy dressings should be avoided. Dryness and 
asepsis are both preventive and curative. 

Donatp G, ToLiterson, M.D. 


De Vel, L., and Bolin, Z. A.: Traumatic Necrosis of 
the Subcutaneous Fat of the Newborn Infant. 
Am. J. Dis. Child., 1929, xxxvii, 112. 

Traumatic necrosis of the subcutaneous fat of the 
newborn infant has been incorrectly termed ‘‘sclere- 
ma” or “scleroderma” of the newborn, but is a 
distinct clinical entity. It is generally found in large 
babies delivered after long hard labors and babies 
born of elderly primipara. It has been noted also 
after vigorous efforts at resuscitation. ‘The lesions 
appear after from seven to ten days and are generally 
multiple. They are found in areas especially exposed 
to obstetrical trauma, such as the cheeks, neck, back, 
shoulders, arms, buttocks, and thighs, and vary in 
size from that of a pea to that of the palm of the 
hand. There is little or no elevation. The involved 
area may be normal in color or show a reddish or 
purplish tinge. Its chief characteristic is a woody 
induration. The overlying skin is roughened, re- 
sembling orange peel. There is no pain. The general 
health is unaffected unless other and more serious 
conditions are associated. The lesions heal spontane- 
ously. Treatment is not necessary. Two cases of 
calcification of the involved area have been reported 
by Harrison. 

Microscopically, there is infiltration of the fat with 
large cellular elements and the formation of elon- 
gated pointed crystals, probably a mixture of choles- 
terol esters and fatty acid crystals. Foreign-body 
giant cells and macrophages are found. 

The authors review thirty-two cases from the liter- 
ature and report a case with lesions chiefly on the 
left side of the neck. I, L. Kine, M.D. 


Fahlbusch, O.: The Increase in Infant Mortality 
During and After Delivery (Zunahme der Kinder- 
verluste intra und post partum). Zentralbl. f. 
Gynacek., 1928, lii, 1701. 

This article is based on a statistical review of in- 
fant mortality during the first few days of life and 
the incidence of stillbirths in Prussia. It is to be re- 
garded as a reply to Schlossmann who ascribes the 
increase in infant mortality since the war to poor 
care during pregnancy, labor, and the puerperium 
and, to overcome it, has urged improvement in the 
care of infants on the part of midwives. 

According to Fahlbusch, the increase in infant 
mortality during the first five days of life is not due 
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to faulty care of the newborn but to intra-uterine 
disease, injuries sustained during labor, and pre- 
mature birth. This conclusion is based on a review 
of 155 infants which died during the first five days of 
life at the Midwife Institute in Celle during the 
period from 1917 to 1926. The prematurely born 
infants, which constituted 30 per cent of the total 
number, died of weakness or birth injuries and the 
others of the effects of injuries sustained before or 
during delivery. The theory that the increased 
mortality of infants during the first few days of life 
is compensated for by the decrease in the incidence 
of stillbirths resulting from operative intervention 
before labor is not supported by Prussian statistics 
as the number of stillbirths parallels the increase in 
the infant mortality during the first few days of life. 

There is a marked difference in the frequency of 
stillbirths in cities and rural districts and especially 
in agricultural and industrial centers. In East 
Prussia, the frequency of stillbirths has been 3 per 
cent, whereas in the Rhine district it was 2.6 per 
cent in 1910 and 3.3 per cent in 1925. The same 
difference is to be noted in the increase in the mor- 
tality during the first four days of life. This differ- 
ence is not explained by the fact, that as a result of 


the improvement in transportation facilities, cases 
of complicated delivery are more frequently sent to 
city hospitals. Whether or not some of the increase in 
infant mortality and stillbirths is due to the obste- 
trician’s conduct of labor (too frequent operative 
interference, too frequent use of ecbolics and 
sedatives) it is difficult to say as in the cases of 
unmarried mothers, who very frequently go to insti- 
tutions for delivery even long before term, the inci- 
dence of stillbirths has increased from 4.4 to 5.6 per 
cent and the infant mortality has increased from 
3.2 to 4.7 percent. 

In the author’s opinion, the increase in infant 
mortality and the incidence of stillbirths is due to 
constitutional inferiority acquired by the present 
generation of mothers during the age of puberty at 
the time of the war and during the postwar period 
and made worse in industrial centers where hygienic 
conditions are poor. ‘The more unfavorable the 
economic status of the mothers the higher the inci- 
dence of stillbirths and the infant mortality. It is 
therefore necessary to improve the working con- 
ditions of women by eliminating all factors which 
will exert an unfavorable influence upon the genital 
organs. Srecert (G). 
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ADRENAL, KIDNEY, AND URETER 


Harris, A.: A Review of the Literature on Perirenal 
Tumors. J. Urol., 1929, xxi, 181. 

Following a review of the literature on perirenal 
tumors, Harris reports a case. The patient was a 
man of fifty-nine years of age who complained of 
dull pain in the left flank, weakness, and loss of 
weight. Examination revealed a large, hard, and 
somewhat tender mass in the left side of the ab- 
domen. The left pyelogram was somewhat distorted, 
suggesting a tumor of the lower pole of the kidney or 
an extrarenal mass pushing the kidney upward. 

After preliminary deep X-ray treatments which 
seemed definitely to decrease the size of the tumor, 
the neoplasm was successfully removed. The patient 
was convalescing well when he died suddenly on the 
eleventh day from what was apparently a cerebral 
embolism. The tumor, which was the size of a grape- 
fruit, was found to be a fibro-angioma. 

The majority of perirenal tumors are sarcomata. 
As a rule patients with such tumors do not complain 
of pain or loss of weight until the neoplasm has 
reached a size sufficient to cause pressure. Pye- 
lography and roentgenography of the abdomen are 
the chief aids in the diagnosis. 

True retroperitoneal masses are contained be- 
tween the anterior and posterior layers of Gerota’s 
fascia, the anterior layer of which is behind the 
colon, the mesentery, and the mesenteric vessels. 
As these tumors may involve the mesentery or colon, 
resection of the intestine may be necessary because 
of interference with the intestinal blood supply. 
Therefore an abdominal approach to the tumor is 
advisable, especially when the neoplasm is large. 

Henry L. Sanrorp, M.D. 


Lee-Brown, R. K., and Laidley, J. W. S.: Some 
Observations on the Microscopical Anatomy of 
the Kidney. J. Urol., 1929, xxi, 259. 


The authors describe the technique of the prepa- 
ration of their specimens, with particular reference 
to the staining; the appearance of the normal and 
the nephritic kidney; and the effect of increased 
pelvic pressure on the angle of deviation. 

They state that, according to the findings of ex- 
perimental investigation, pyelovenous backflow 
arises at or near the apices of the minor calyces and 
is produced by minute pelvic ruptures rather than 
by lesions in the renal tubular system. As it has 
been impossible to clarify this problem satisfactorily 
without tedious serial sections of whole kidneys, the 
authors determined to carry out an investigation of 
the renal connective tissue. 

After many failures with Mallory’s technique for 
a triple stain for connective tissue, the authors were 


able to devise a modification of this method which 
gave very satisfactory results and made it possible 
to draw upon the resources of a museum for speci- 
mens since it was far more successful with formalin- 
fixed material than Mallory’s method. 

The specimen was fixed in any reliable fixative, 
preferably Zenker’s solution, placed in 1 per cent 
phosphomolybdic acid for thirty seconds, washed in 
distilled water for one or two minutes, placed in 
Mallory’s stain for from one to five minutes, washed 
in distilled water for one or two minutes, placed in 
ao.1 to 0.5 per cent aqueous solution of acid fuschin 
for thirty seconds, washed well in distilled water for 
from two to five minutes, placed in phosphomolybdic 
acid for thirty seconds, washed in distilled water for 
one or two minutes, and then dehydrated, cleared, 
and mounted in balsam. 

The brilliancy of the stain was found to be greatly 
increased if old formalin-fixed tissues were refixed 
in Zenker’s solution before they were stained. 

In the normal kidney the renal capsule is a thick 
layer of fibrous tissue investing the parenchyma. 
Only occasionally were the authors able to demon- 
strate a fiber of plain muscle tissue within it. It 
has very little connection with the underlying cortex. 
Except at the points of passage of the perforating 
vessels, the connection between the capsule and the 
parenchyma is established only by the most slender 
fibrils. At the hilum, the capsule becomes intimately 
blended with the adventitia of the renal vessels. 

The connective tissue of the renal cortex of the 
normal kidney is extremely inconspicuous but sur- 
rounds every element-—-glomerulus, convoluted tu- 
bule, and capillary—by a fine sheath of remarkably 
uniform thickness, that of one fibril. Occasionally, 
however, there may be a delicate fenestrated sheath 
around the cortical unit. Adjacent cortical elements 
are connected by fine offshoots which give solidarity 
to the organ. 

In the medulla of the normal kidney there is far 
more connective tissue than in the cortex. ‘Toward 
the pyramid the investing sheaths become thicker 
and stronger, the greatest development being 
reached at the apex of the pyramid. The average 
straight vessel is considerably larger than the thin- 
walled capillaries of the efferent glomerular plexus; 
hence the need for great support for their walls. 
This addition increases the disproportion between 
the connective tissue content of the cortex and that 
of the medulla. The strong connective tissue layer 
becomes insensibly continuous with the submucosal 
fibrous tissue and is continued up the sides of the 
pyramid toward the apex of the minor calyx, where 
it becomes much thinner and is elastic. 

With regard to the minor calyx, the authors state 
that embryonically the kidney consists of three dis- 
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tinct elements, the cortex proper, the ureteropelvic 
element (which goes to form also the collecting part 
of the duct system), and the vascular system. Up 
to a certain point of renal development, each of 
these divisions maintains its own connective tissue 
elements. 

In studies of the human kidney affected with 
chronic nephritis no new facts relative to the cap- 
sule, cortex, and medulla were determined. With 
regard to the disposition of the abnormal quantities 
of connective tissue it was found that while in the 
normal kidney the submucosal layer of fibrous tissue 
becomes more and more slender as it passes toward 
the angle of deviation from the apex of the pyramid, 
in chronic nephritis it becomes greatly thickened and 
the angle of deviation becomes more obtuse. It was 
found also that whereas in the normal kidney the 
submucosal fibrous tissue leaves the vascular fibrous 
tissue at a sharp and definite angle, in the kidney 
with chronic nephritis it is difficult to determine 
which is the more direct continuation. In chronic 
nephritis the submucosal fibrous tissue is not only 
much thicker than normal, but bounds a paren- 
chyma which is in itself far more fibrous than nor- 
mal. Moreover, the angle of deviation is more 
obtuse than normal and is so filled with fibrous 
tissue that it becomes a rounded shallow bay and 
the pyramid is far shorter and less prominent than 
normal. Chronic nephritis is patchy. 

In the human kidney with early or moderately 
advanced chronic nephritis, pyelovenous backflow is 
very easily produced and the whole vascular system 
may be flooded with pelvic contents at a pressure as 
low as 30 cm. Hg. ‘Tubular injection under any 
pressure in the kidneys is very slight. In the kid- 
neys of rabbits, extensive pyelovenous backflow has 
been observed when there was no tubular injection 
at all. In human kidneys with advanced chronic 
nephritis and in pig kidneys, pyelovenous backflow 
is extremely difficult to produce although in these 
two types of kidneys tubular injection is at its 
maximum and the collecting tubules may consist- 
ently be injected as far as the lower set of convo- 
luted tubules. It appears, therefore, that the archi- 
tecture of the angle of deviation has a profound 
influence upon pyelovenous backflow. 

In kidneys in which the division of fibrous tissue 
at the angle of deviation is unequal and the angle 
is acute, pyelovenous backflow is readily produced, 
whereas in those having a thick pelvic submucosa 
and a blunt angle, pyelovenous backflow is difficult 
to produce. It seems that intrapelvic pressure tends 
to split the submucosal fibrous tissue from the 
fibrous tissue at the angle of deviation and to tear 
open the slender submucosa in this region. In kid- 
neys in which pyelovenous backflow is easily pro- 
duced the pyramids are long and pointed and the 
angle included by the two sides of the pyramid is 
always acute. If the pelvic pressure is increased, 
the tendency will be to compress the pyramid, oc- 
clude the ducts of Bellini, and stop the tubular in- 
jection. In kidneys with advanced chronic nephritis 


the pyramid is blunt and rounded; consequently the 
ducts of Bellini are open and tubular injection is 
aided. 

The authors conclude that this investigation gives 
an insight into the absence of extravasation in 
intraparenchymatous injections at low pressure; 
suggests a reason for the absence of extravasation 
in pyelovenous backflow; gives a mechanical theory 
for the production of pyelovenous backflow; and 
may help toward a better understanding of the 
anatomy of the minor calyx. 

CraupvE D. Hotmes, M.D. 


Hennessey, R. A.: Congenital Solitary Kidney. //. 
Urol., 1929, XXi, 193. 

The author reports the case of a girl nineteen 
years of age who gave a five-year history of low 
backache, frequent painful urination, hematuria, 
chills, and fever. These symptoms had been some- 
what alleviated by medical treatment, but during 
the last week before the patient consulted the author 
they had been more severe. Because of an imper- 
forate hymen, the patient had not yet menstruated 
at the age of fifteen years. After opening of the 
hymen she had a slight flow at irregular intervals. 
Two years later a pelvic abscess formed and rup- 
tured into the bladder. The abscess was opened 
and drained through a midline incision. Six months 
later the uterus, both tubes, the right ovary, and 
a part of the left ovary were removed. 

The author’s examination revealed a mass in the 
pelvis below the promontory of the sacrum. This 
was believed to be an ectopic kidney. Except for 
distention and tympanites of the abdomen, the other 
findings of the physical examination were negative. 
X-ray examination of the urinary tract failed to 
show any kidney outlines. Cystoscopy revealed a 
deformed bladder which appeared to taper toward 
its apex. The trigon was indistinct or absent and 
only one ureteral orifice could be seen. This orifice 
admitted a catheter for a distance of from 10 to 12 
cm. In fifteen minutes the dye output was 15 per 
cent. Although numerous subsequent examinations 
were made with the use of indo-carmine, no second 
ureteral orifice could be found. 

Urography showed a kidney resting in the hollow 
of the sacrum, slightly to the left of the midline. 
The irregular dilatation of the renal pelvis and the 
ureter warranted a diagnosis of chronic pyelone- 
phritis in what appeared to be a solitary kidney. 
Forced fluids and rest checked the hamaturia and 
reduced the infection. 

After three weeks the patient returned to her 
home and made satisfactory improvement for about 
four months. She then became acutely ill with 
nausea, vomiting, chills, fever, diarrhoea, and ab- 
dominal distention. The urinary output quickly be 
came greatly reduced, complete anuria finally de- 
veloped, and death occurred thirteen days later. 

At autopsy, no kidney or suprarenal tissue could 
be found in the renal fossa. A pelvic kidney was 
discovered securely fixed by dense perirenal adhe- 
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sions in the hollow of the sacrum. The renal artery 
and vein communicated with the aorta and vena 
cava at their bifurcation. ‘The weight of the kidney 
was 260 gm. The pathological diagnosis was pyo- 
nephrosis of a solitary ectopic kidney. 

Congenital solitary kidney is frequently confused 
with renal hypoplasia and fusion anomalies. Two 
hundred and seventy-three cases have been reported 
in the literature. In all except 55, the condition 
was discovered at autopsy. The greater number of 
the subjects were males. The left kidney was absent 
more frequently than the right. In the cases in 
which the ureter was present on the side on which 
the kidney was absent, it varied from a short blind 
pouch to a ureter of normal length. In 1 case the 
rudimentary ureter opened into the vas. In 2 cases 
the ureter of the remaining kidney terminated in 
the midline of the bladder. Eisendrath found 4 cases 
in which the normal ureter crossed the midline and 
opened into the bladder on the opposite side. Failure 
of ascent or ectopic position of the solitary kidney 
was found in 24 of the cases reported. Genital de- 
fects were present in 11 cases. Many and varied 
surgical procedures have been performed on the 
solitary kidney and ureter. There are records of 
7 cases in which the solitary kidney was removed. 
As abnormal urinary organs are especially suscep- 
tible to disease, early recognition of the abnormality 
is of importance. 

The article is summarized as follows: 

1. Three hundred and seventy-three cases of con- 
genital absence of the kidney have been reported. 

2. This anomaly is found in about 1 of 1,000 
persons. 

3. The presence of 2 ureters does not prove the 
presence of 2 kidneys; the presence of a ureter on 
the side of the urinary aplasia was found in about 
10 per cent of the cases on record. 

4. The incidence of associated genital anomalies 
is high, being about 33 per cent. The presence of 
such anomalies should suggest the presence of uri- 
nary dysplasia. Ciaupe D. Hortmes, M.D. 


Soiland, A., Costolow, W. E., and Meland, O. N.: 
Radiation Treatment of Certain Kidney Dis- 
orders. California & West. Med., 1929, xxx, 93. 


During the past twenty years the authors have 
treated a considerable number of kidney lesions by 
roentgen irradiation with good results. Several 
cases of postoperative tuberculous sinus were healed 
by this treatment after other local therapeutic 
measures had failed; a number of tuberculous infec- 
tions of the kidney were clinically cured; and kidney 
complications due to mixed infection, with or with. 
out hemorrhage, responded well. 

Relief of pain follows the irradiation, especially 
when several exposures are made. Spasm of the 
ureter, even when it is produced by mechanical 
means, also yields to roentgen treatment. 

While the authors are unable to report any five- 
year cures from deep X-ray irradiation in cases of 
inoperable carcinoma of the kidney, this treatment 


resulted in marked improvement in a few cases for 
two or three years. Carcinoma of the kidney reacts 
less favorably to irradiation than carcinoma in any 
other part of the body. In renal cancer, the irradi- 
ation is of value chiefly to check the hamorrhage. 
In some of the authors’ very advanced cases the 
hemorrhage ceased for several months and on its 
recurrence was again checked by further irradia- 
tion. 

As a pre-operative measure, X-ray irradiation has 
been found of value to check hemorrhage and im- 
prove the general condition. | Lours Gross, M.D. 


Marion: The Mechanism of Hydronephrosis Due to 
an Abnormal Vessel (A propos du mécanisme de 
Vhydronéphrose par vaisseau anormal). J. d’urol, 
méd, el chir., 1928, xxvi, 238. 

Marion believes that hydronephrosis caused by an 
abnormal vessel is of purely mechanical origin. 
While he has found that an abnormal vessel at the 
lower pole of the kidney crossing the anterior por- 
tion of the upper end of the urethra may alone pro- 
duce the condition, he is of the opinion that in the 
great majority of cases a lowering of the position of 
the kidney is an important factor. The change in 
the position of the kidney may be slight. In quite a 
number of operations performed for renal conditions 
other than hydronephrosis, Marion has found an 
abnormal vessel at the lower pole of the kidney like 
those which are resected in hydronephrosis due to 
an abnormal vessel. He discovered such abnormal 
vessels also in the cases of two patients with calculi 
in the renal pelvis who had never presented the 
syndrome of hydronephrosis and showed no dilata- 
tion of the renal pelvis. 

Lowering of the kidney alone does not cause 
hydronephrosis. Rouviére says that at the upper 
end of the ureter there is no modification of the 
nerve plexus surrounding the pelvis or ureter which 
would act differently if the kidney were lowered. 
Therefore it does not seem probable that an abnormal 
vessel situated at the upper end of the ureter would 
have a reflex action on the pelvis when the normal 
vessels in contact with the plexus surrounding the 
pelvis do not have such an action. 

When collargol is injected into the ureter the bend 
in the abnormal vessel can be clearly seen. The bend 
means a diminution in caliber. The author presents 
arguments in support of his theory that the abnormal 
vessel acts in a purely mechanical manner and not in 
a neuromuscular way. 

Hydronephrosis due to an abnormal vessel de- 
mands resection of the vessel. 

In the discussion of Marion’s paper, VERLIAC de- 
scribed a specimen consisting of the upper urinary 
tract and the renal vessels of a fetus at term which 
presented bilateral hydronephrosis and on each 
side an abnormal artery of the inferior pole of the 
kidney. The vessels were not adherent to the 
ureters. In this instance the physiological and 
mechanical hypothesis are both difficult to apply. 

PAce. 
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Hundley, J. M., Jr., and Carson, W. J.: 
Follicularis. J. Urol., 1929, xxi, 341. 
Pyelitis follicularis has been reported in the 
literature comparatively seldom. It is a lymphoid 
hyperplasia of the lymphoid follicles which, accord- 
ing to most authorities, are a normal constituent of 
the urinary tract. The lymphoid hyperplasia is 
generally believed to be a response to the action of 
toxic irritants. Some observers believe that it is a 
manifestation of an atypical tuberculosis. 

The authors report three cases. One case, that of 
a man aged forty-five years who died from chronic 
diffuse nephritis, was diagnosed at autopsy. The 
two others were those of women thirty and forty 
years of age. The chief symptoms in the latter 
cases were pain in the kidney and bladder region, 
frequency, dysuria, and attacks of painless hama- 
turia. Cystoscopic examination showed a mild in- 
flammation of the bladder. On catheterization of 
the ureters no obstruction was met. Intravenous 
phthalein tests showed a very low unilateral output. 
Pyelograms suggested unilateral kidney disease. It 
was thought that the findings pointed to unilateral 
tuberculosis although no tubercle bacilli were found 
in the kidney urine. Nephrectomy was performed in 
each case. 

The pathological findings were essentially the 
same in the three cases. The kidney showed evi- 
dence of chronic infection of long duration. On 
section, the pelvis, calyces, and upper end of the 
ureter were found studded with small grayish-white 
translucent nodules which projected above the 
surface. The nodules were similar in appearance to 
miliary tubercles. Microscopic examination of the 
kidney revealed moderate scarring with localized 
and diffuse small round-cell infiltrations. The pelvis 
showed moderate swelling with erosion of transi- 
tional epithelium of the mucosa and an increase in 
the fibrosis and vascularity of the tunica propria. 
There was a great increase of lymphoid cells which 
were uniform in shape and staining and were 
accumulated for the most part in the tunica propria 
and adjacent fibrous tissues. ‘There were many 
localized circumscribed nodules made up of these 
lymphocytes which were similar to intestinal 
lymphoid follicles. In the case that came to autopsy 
the condition was bilateral and the lymphoid 
follicles were found also in the base of the bladder. 
They were very pronounced and quite numerous. 
Repeated and prolonged search revealed no evi- 
dence of tuberculosis. 

The authors present the following conclusions: 

1. Pyelitis follicularis with its lymphoid hyper- 
plasia and associated vascularity may be the cause 
of one type of painless hematuria which heretofore 
has been described as idiopathic hamaturia. 

2. The condition is usually associated with a 
chronic infection of long duration and should be 
treated by ureteral dilatation, kidney lavage, and 
removal of all foci of infection. 

3. Nephrotomy or nephrectomy should be 
thought of only when the hematuria does not cease 


Pyelitis 


under treatment and is so profuse as to endanger 
life. It must be borne in mind that the condition 
may be bilateral and bleeding may occur from the 
other kidney at a later date. 

J. Epwrn Kirkpatrick, M.D. 


Wood, A. H.: Unilateral Renal Chyluria. /. Urol., 


1929, XXi, 109. 


The author reports in detail a case of left renal 
chyluria. The condition was first noticed when the 
patient was fifteen years old and at that time cleared 
up without treatment. At the age of seventy it 
recurred. 

A search for evidence of parasites was negative, 
and there was no eosinophilia. In the differential 
phthalein test the output of the left kidney was 
greater than that of the right, but this was explained 
by a right-sided nephrosis. 

The pyelogram of the left kidney suggested a com- 
munication between the extrarenal pelvis and the 
juxta-aortic lymph nodes. In the light of the clinica) 
picture, this finding could be interpreted only as a 
lymphatic connection between the kidney and the 
central system of lymph vessels. 

Joun G, Cueetuam, M.D. 


Wildbolz, H.: Renal Tuberculosis. //. 
xxi, 145. 


Urol., 1929, 


This article reports on 660 nephrectomies for 
caseocavernous renal tuberculosis with a mortality 
of from 2.2 to 2.5 per cent. Sixty per cent of the 
patients were well from two to three years after the 
operation. Of 270 who were operated on more than 
ten vears ago, 40 per cent are dead. More than half 
of the deaths were due to tuberculosis in the remain- 
ing kidney, pulmonary tuberculosis, or miliary 
tuberculosis, and about 15 per cent to an intercur- 
rent disease. Of the patients who are still alive, only 
3 had lesions of the bladder persisting over ten 
years. 

The author states that the presence of pus and 
tubercle bacilli in the urine does not necessarily mean 
caseous tuberculosis of the kidney. In doubtful 
cases it is advisable to study the renal function for 
some time. In caseous renal tuberculosis there is a 
marked and progressively increasing delay in the 
excretion of indigocarmine with a decrease in the 
amount excreted. 

Of more than 1,000 patients with caseous renal 
tuberculosis who were examined the condition was 
found to be bilateral in only 12 per cent. 

J. Sypney Ritter, M.D 


Jeck, H. S.: Renal Tuberculosis: An Analysis of 
Operations During the Past Nine Years in the 
Bellevue Hospital Urological Service. J. Am. M. 
Ass., 1929, XCil, 300. 

Jeck reviews a series of sixty operations for renal 
tuberculosis. In fifty-six cases the diagnosis was con- 
firmed by microscopic study of the kidney. In 50 per 
cent of the patients who were examined for genital 
tuberculosis and 25 per cent of those examined for 
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pulmonary tuberculosis the findings were positive. A 
large percentage gave evidence of both genital and 
pulmonary foci. 

The diagnosis of renal tuberculosis was based on: 
(1) the identification of tubercle bacilli in the bladder 
or ureteral urine or both; (2) cystoscopic examina- 
tion; (3) roentgen examination; and (4) the history. 
Pyelography was employed only when the diagnosis 
was doubtful. 

Jeck points out that it is futile to attempt to cor- 
relate the amount of kidney injury with the duration 
of the symptoms of renal tuberculosis. In the ma- 
jority of the cases reviewed the amount of kidney 
destruction was more or less directly proportional to 
the functional capacity of the kidney. Ureteral in- 
volvement was present in forty cases but was equal 
to the kidney involvement in less than half of these. 

In rare cases the function of the tuberculous kid- 
ney is better than that of the supposedly normal 
kidney. 

When tuberculous foci are found elsewhere than 
in the urinary tract it is sometimes of advantage to 
treat such lesions before doing the nephrectomy. 

Jeck advocates spinal anesthesia for nephrectomy 
in renal tuberculosis as it greatly simplifies the opera- 
tion and prevents the occurrence of lung complica- 
tions such as pneumonia and exacerbations of quies- 
cent pulmonary foci. Gupert J. Tuomas, M.D. 


Cifuentes: The Recurrence of Renal Calculi (Sur la 
récidive des calculs du rein). J. d’urol. méd, et chir., 
1928, xxvi, 289. 

Following a review of the literature, the author 
reports four cases of recurrent renal calculi. He con- 
siders statistics of such recurrences of value only 
when they are based on cases under observation for 
at least six years. Infection is an important factor 
in recurrence. Retention with or without infection 
is also a cause. Stagnation, usually in the inferior 
calyx, is another factor. Phosphatic calculi recur 
most frequently. As retention may be produced by 
postoperative folds resulting from displacement of 
the kidney, a nephropexy should be done after pye- 
lotomy or nephrotomy. 

The size of a calculus has no influence on its re- 
currence. In a case of suspected recurrence the 
diagnosis should be confirmed by roentgenography. 
In cases of infection in which nephrectomy is not 
performed, kidney drainage will favor retraction of 
the dilated renal cavities and combat infection. 

When an infected calculous kidney must be 
treated by a conservative operation the preference 
should be given to nephrotomy even if the calculus 
is located in the renal pelvis. The results of this 
operation are good also in cases of aseptic calculi. 
When drainage of the pelvis is done by pyelotomy 
the almost certain result is a fistula, especially if the 
drainage is continued for some time. Such a result 
does not follow nephrotomy. Moreover, after 
nephrotomy it is easier to drain intrarenal cavities, 
especially if the calculus is situated in the dilated 
inferior calyx. 


As prophylaxis against recurrence, the author 
recommends postoperative lavage of the pelvis by 
ureteral catheterization. However, the value of this 
procedure is only relative and is nil if there is renal 
retention. The prophylactic effect may be attributed 
to the great permeability produced by the ureteral 
dilatation rather than to the lavage itself. Pacer. 


Hanlon, F. R.: A Rare Anomaly of the Ureter. J, 
Urol., 1929, XXi, 123. 

A discussion of the possible cause of a ureteral 
anomaly involves a consideration of the embryology 
of the ureteral portion of the urinary tract. Felix 
asserts that in embryos between 4.5 and 5.3 mm. 
long the ureteral bud first develops on the dorsal sur 
face of the lower portion of the wolffian duct just 
before the latter enters the cloaca. It first grows 
toward the vertebral column, but later forms a curve 
which with advancing age, becomes gradually flatter, 
the ureter growing cranially. The upper portion 
divides into many branches forming the pelvis, cal- 
yces, and collecting tubules of the adult kidney. The 
mesonephrogenic cap forms the glomeruli and convo- 
luted tubules. Nicholson believes that the ureter is 
the more important factor in the development of the 
kidney, and that it exerts a stimulating influence on 
the mesonephrogenic tissue. 

In the case reported by Hanlon it appeared that 
double ureters started to form bilaterally and that at 
some point in the course of development arrest and 
atrophy of the partial ureter occurred. 

In rare instances, partial ureters have been found 
in cases in which the kidney was absent. In a review 
of the literature, Anders noted that in cases of single 
kidney the ureter was usually absent. In 24 of 286 
cases studied it was present to a greater or lesser 
degree. Gruber states that all gradations exist in 
cases of partial ureter from a small intramural pouch 
in the bladder to the equivalent of a full-sized ureter. 

There are 4 cases on record in which the ureter 
divided at the lower portion to enter the bladder by 
separate orifices. Kapsammer reported a case in 
which there were 4 orifices in the bladder with union 
of the 2 ureters on the right side about 13 cm. above 
the meatus, and on the left side both ureters had 
separate pelves. Braasch reported 2 cases and Chute 
t case in which the lower portion of the ureter was 
forked and there were 2 ureteral orifices on the 
affected side. 


Hinman, F.: Obstructive Hydro-Ureteral Angular- 
ity with Hydronephrosis in Children: Surgical 
Treatment. Arch. Surg., 1929, xviii, 21. 


Hinman is of the opinion that the chronicity of 
pyuria in children is usually due primarily to an 
obstruction of the urinary tract. 

Of twelve patients with posterior urethral valves 
seen by him to date, four died from uremia and two 
have disappeared from observation. In the six 
known to be alive the urethral valves were de- 
stroyed—in one by cystotomy and in five by 
fulguration through the urethra. 
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The surgical method of attack in the treatment of 
obstructive hydro-ureteral angularity is as follows: 

First stage. Nephrostomy is performed and the 
upper part of the ureter is straightened and freed 
and then splinted with the nephrostomy tubes. 

Second stage. The bladder and lower part of the 
ureter are exposed by a midline suprapubic incision 
and the lower part of the ureter is straightened and 
freed to the free portion above. Enough of the lower 
part of the ureter is then resected to take up the 
slack, and after opening of the bladder the ureter is 
implanted into an opening made by resection of the 
old ureterovesical orifice. A large catheter is then 
placed well up the ureter as a splint and for drainage 
and lavage. The neck of the bladder is thoroughly 
inspected and any bar or contracture that may be 
present is resected. The bladder is then closed 
about a suprapubic drainage tube and the ureteral 
catheters. Tuomas F. Finecan, M.D. 


Read, J. S.: A Ureteral Stump (Non-Tuberculous) 
as a Source of Pyuria. Case Report. J. Urol., 
1929, XXi, 103. 

The author reviews the literature on empyema of 
the ureteral stump after nephrectomy. It is the con- 
sensus of opinion that intervention for pyo-ureter 
after nephrectomy is rarely required. Experimental 
and clinical investigations show that the condition is 
dependent upon fibrous contraction of the ureter or 
stone in the ureter with obstruction to free drainage 
into the bladder and infection. 

Read reports a case of intermittent pyuria in a 
woman thirty-one years of age. During a hysterec- 
tomy the left ureter had been severed. A ureterovag- 
inal fistula developed and three months later the cut 
end of the ureter was transplanted into the left upper 
quadrant of the bladder. The fistula healed, but the 
pyuria persisted and there was increasingly severe 
pain in the lower left quadrant of the abdomen and 
the lumbar region. Eight months later a urologist at 
another hospital found the ureteral transplant func- 
tioning but discovered a small swelling to the left of 
the implanted ureter. He interpreted the swelling as 
a tumor and implanted radium emanation seeds 
through the cystoscope. Six weeks later the patient 
consulted the same urologist for increased severity of 
all symptoms, an increase in the pyuria, intense 
nausea and vomiting, and an increase in the temper- 
ature since the last treatment. The temperature was 
highest when there was no pyuria. 

The left kidney was then removed. Pathological 
examination of the specimen showed a general pyone- 
phrosis and cultures yielded colon bacilli. ‘Two 
months after the nephrectomy the patient began to 
have sudden attacks of severe shooting pains along 
the course of the left ureter, which radiated into the 
bladder and required large doses of morphine for 
their relief. For two years she had an attack every 
month or two. After from two to seven days the at- 
tacks ceased abruptly and a large amount of pus ap- 
peared in the urine. Between the attacks the urine 
was never grossly cloudy. 


The findings of the physical examination made by 
the author were negative except for a tender scar in 
the vault of the vagina. The urine was negative ex- 
cept for an occasional pus cell. On cystoscopic ex- 
amination it was impossible to find the orifice of the 
transplanted ureter, but in the cystogram a shadow 
suggesting a small diverticulum was seen in the upper 
left quadrant of the bladder. 

The author concluded that the transplanted ure- 
teral stump was infected and at irregular times dis- 
charged pus into the bladder. An exploratory oper- 
ation was advised. 

After the liberation of numerous adhesions, the 
transplanted ureter was found on the upper left 
quadrant of the bladder, extending across the pelvis 
for about 3 in. At the point where it left the pelvic 
wall below the brim of the pelvis it was buried in 
dense scar tissue for about 1 in. It then continued 
over the brim of the pelvis about 3% in. 

The ureter was resected close to the bladder and 
the remaining stump cauterized and inverted into 
the bladder with a pursestring suture re-inforced by 
three Lembert sutures. The remaining part of the 
ureter, about 714 in. in length, was resected. ‘This 
portion was contracted near its juncture with the 
bladder. Beyond the contracted part there was a 
portion showing thin-walled dilatation. The thin 
purulent material within its cavity contained colon 
bacilli and staphylococci but no tubercle bacilli. 

The author concludes that when a healthy ureter 
is transplanted into the bladder, special care should 
be taken to secure a non-constricting implantation. 
To help prevent constriction at the ureterovesical 
juncture, a ureteral catheter left in situ for forty- 
eight hours might be of advantage. If nephrectomy 
is necessary, the ureter should be resected to the 
bladder junction. J. Epwin Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Redewill, F. H.: A Comparison of Leukoplakia, 
Malakoplakia, and Incrusted Cystitis: Report 
of Cases and a New Method of Treatment. 
J. Am. M. Ass., 1929, xcii, 532. 


Redewill reviews the similarities and differences of 
leukoplakia, malakoplakia, and incrusted cystitis 
and the theories as to the cause of each condition. 
The conditions resemble each other in the formation 
of calcium deposits and the epidermization of the 
mucosa. Redewill has found that they respond 
satisfactorily to forced feeding with foods rich in the 
vitamines, especially Vitamin A, the use of para- 
thyroid substance, and local therapy consisting in 
the usual fulguration, diathermy, and ecto-antigen 
injections. Josern S. E1senstarpt, M.D. 


Stevens, W. E.: The Treatment of Malignant 
Tumors of the Bladder, with Special Reference 
to Surgical Diathermy. California & West. Med., 
1929, XXX, 29. 


Surgical diathermy, unlike surgery, sterilizes the 
operative field, and as it does not open blood vessels 
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or lymphatics it does not disseminate tumor cells and 
thereby produce distant metastases. As it seldom 
causes bleeding, no time is lost in the ligation of blood 
vessels. There is very little surgical shock. The heat 
is developed in the tissues and the degree of the heat 
can be regulated. As the depth of penetration can be 
determined with considerable accuracy, the tissues 
may be coagulated to any depth desired. The effect 
is immediate. ‘The active electrode is cold when it is 
applied and does not burn or char. Surgical diath- 
ermy is more accurate than radium irradiation. 

Stevens treats all bladder tumors which are appar- 
ently benign as well as borderline tumors through the 
operating cystoscope. One of the important advan- 
tages of cystoscopic treatment is the possibility of 
satisfactory inspection of the bladder soon after the 
procedure. 

In the presence of frank or suspected malignancy 
in cases that have not responded to transurethral 
treatment, Stevens opens the bladder suprapubically 
and applies surgical diathermy by means of the disk 
electrode. The latter is kept in close contact with 
the growth in order to prevent charring and carboniza- 
tion which interfere with the penetration of the cur- 
rent. When the tumor is pedunculated, the pedicle 
is severed with the galvanocautery or the Paquelin 
cautery. The surrounding apparently healthy tissue 
and then the tumor are thoroughly coagulated by 
means of surgical diathermy. ‘The heat is applied 
slowly and is gradually increased until it can no 
longer be tolerated by a gloved finger in the rectum 
or vagina. ‘This finger serves also to elevate the base 
of the bladder, the most frequent site of malignant 
growths. In the absence of marked infection or 
bleeding, the bladder is sutured without drainage. 
If suprapubic drainage is necessary, a very small tube 
is used and is removed as soon as possible. If stenosis 
of the ureteral orifices occurs the orifices are dilated 
later through the operating cystoscope. After the 
treatment, the bladder should be inspected at inter- 
vals during the rest of the patient’s life. 

Four cases of the papillary type of carcinoma of 
the bladder and three of the infiltrating type were 
treated by Stevens with surgical diathermy through 
the open bladder. Four of the patients are alive and 
free from recurrence three years and three months, 
two years and three months, two years and one 
month, and six months respectively after the opera- 
tion. ‘wo died of other causes, but were free from 
recurrence one year and one year and four months 
respectively after the operation. One patient died 
six days after the operation. 

For the treatment of malignant neoplasms of the 
bladder, Stevens has found surgical diathermy of 
greater value than any other procedure. 

Louts Gross, M.D. 


McKay, R. W., and Colston, J. A. C.: Diverticula of 
the Male Urethra; a Report of Ten Cases. 
Surg., Gynec. & Obst., 1929, xlviii, 51. 


The generally accepted classification of diverticula 
of the mele urethra is as follows: 








1. Congenital diverticula. 

2. Acquired diverticula: 

a. From dilatation of the urethra due to: 
(1) urethral calculus, (2) urethral stric- 
ture. 

b. With perforation of the urethra resulting 
from: (1) injuries to the urethra, (2) 
rupture of abscesses into the urethra, 
(3) rupture of cysts into the urethra. 

The author includes under the term “ pseudo- 
diverticula of the urethra” urine-filled urethral 
pouches communicating directly with the urethra 
which are the result of pathological dilatation of 
normal structures in the posterior urethra by back- 
pressure. Acquired diverticula are much more com- 
mon than congenital diverticula and occur more fre- 
quently in the posterior than in the anterior urethra. 

The symptoms caused by urethral diverticula 
vary according to the location, size, depth, and de- 
gree of infection of the diverticula. Diverticula 
located in the posterior urethra often cause symp- 
toms which are mistaken for those of inflammation 
of the posterior urethra or verumontanum. The 
most prominent symptoms are deep pain in the 
perineum, dysuria, and dribbling at the end of 
urination. The pocket may be emptied by pressure 
on the perineum after the completion of urination. 
Because of the proximity of the internal sphincter 
to the infected pocket, there may be symptoms due 
to concomitant contracture of the vesical orifice. A 
diverticulum of the anterior urethra forms a fluc- 
tuating tumor that fills up during the act of urination 
and is easily emptied by pressure. A stone may alter 
its consistency and render its evacuation more 
difficult. 

Occasionally the transitory subsiding tumor may 
be seen, but as a rule the diagnosis is made by means 
of the cysto-urethroscope and X-ray. Endoscopic 
study of the urethra is important. In the roentgen 
examination an opaque catheter may be introduced 
into the cavity of the diverticulum or the bladder 
may be filled with sodium iodide solution and the 
urethra obstructed by a broad band about the penis 
while the patient is instructed to void. Occasionally 
a stone in the diverticulum renders the diagnosis 
easy by crepitus against a metal instrument or by its 
appearance in the roentgenogram. 

The author reports ten cases. In seven, which 
were treated surgically, two types of operations were 
performed. In one type of operation an incision was 
made through the skin and subcutaneous tissues 
over the diverticulum and the diverticulum then 
freed by sharp and blunt dissection and resected 
close to its entrance into the urethra. The stump of 
the diverticulum was then turned into the urethra by 
a pursestring suture and the surrounding tissues 
were brought together by mattress sutures. Drain- 
age of the bladder was obtained by means of a 
retention catheter, but the operative area was not 
drained. 

In the other type of operation the cavity of the 
diverticulum and the prostatic urethra were con- 
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verted into one cavity. This procedure is applicable 
only to diverticula in the posterior or prostatic 
urethra. It consists in a perineal or suprapubic 
approach for removal of the roof of the diverticulum. 

Five patients were operated upon by the first 
method and two by the second. Shallow diverticula 
of the posterior urethra are best treated by the re- 
moval of the tissues between the diverticulum and 
the urethra to form a single cavity. 

One of the authors’ patients was treated with in- 
jections of silver nitrate, and two refused treatment. 

Louis NEUWELT, M.D. 


Wheeler, W. I. de C.: Traumatic Rupture of the 
Urethra. Proc. Roy. Soc. Med., Lond., 1929, xxii, 
409. 

The author reports six cases of complete traumatic 
rupture of the male urethra. Rupture occurs more 
frequently in the bulbous portion than in the 
membranous portion. ‘Two important diagnostic 
signs are large hematomata in the perineum and 
bleeding from the meatus. In cases of fracture of 
the pelvis the urethra is usually ruptured near the 
prostate. Operation should be done in all cases, 
whether an instrument can be passed or not. As a 
rule, suprapubic cystotomy and retrograde cathe- 
terization are done, the urethra being sutured over 
the indwelling catheter. The cystotomy, however, 
is the more important part of the treatment. 

In conclusion the author states that after a year 
the passage of instruments is unnecessary if the 
patient is symptomatically well. 

Maurice MELTzer, M.D. 


Pérard, J.: Surgical Repair of the Urethra in the 
Female (La restauration chirurgicale de l’urétere 
chez la femme). J. d’urol. méd. et chir., 1928, xxvi, 
193. 


Operations for repair of the urethra are indicated 
in cases of congenital absence of the urethra, epis- 
padias, and traumatic or operative destruction of 
the urethra. Traumatic destruction of the urethra 
is usually due to an accident of childbirth. 

The author reviews the normal anatomy and 
physiology of the urethra, discusses the pathological 
anatomy of urethral defects, and describes the 
different procedures for repair. 

The procedures for reconstruction of the urethra 
in its normal position include freshening and suture; 
replacement of the posterior wall of the partially 
detached urethra; autoplasties with flaps taken from 
the vesicovaginal septum; autoplasties with the use 
of the cervix or body of the uterus; autoplasties with 
two shutter flaps taken from each side of the urethral 
groove on the vagina, from the vulva, or from the 
labia minora; and autoplasties pertormed at the 
expense of the bladder which is drawn into a funnel. 

The procedures which have been used for the 
restoration of urethral function are cauterization of 
the meatus; transverse tension and suturing of the 
urethra (both unsuccessful); torsion of the urethra 
on itself (the value of which is problematical); and 
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pericervicovesical myoplasties (which have been 
performed frequently, especially in Germany). 

The technique employed most generally is the 
Goebell-Stoeckel procedure. This operation is per- 
formed in two stages. In the first stage muscle flaps 
are taken from the abdomen, and in the second stage 
the vesical neck is lined with the flaps. The flaps 
comprise the pyramidal muscles throughout their 
extent and are left attached to the pubis by their 
normal insertions. 

In the Franz operation, which has also given good 
results and is quite similar, use is made of the 
levatores ani. 

Young of Baltimore resects the vesical neck and 
the anterior wall of the urethra. 

There are also the low and high palliative pro- 
cedures of urinary derivation. In the author’s 
opinion, none of these is satisfactory. 

Marion’s procedure consists in closing the bladder 
completely by way of the vagina and draining it by 
an infrapubic cystostomy and then, in asecond stage, 
replacing the urethra by a tubular graft of vaginal 
mucosa inserted into an infrapubic tunnel. The 
author describes this operation in detail. 

Surgical repair of the female urethra is complex 
and delicate when the lesion involves the entire 
extent of the posterior wall of the canal, extending 
as far as, and including, the neck of the bladder. 
The procedures used up to the present time in such 
cases have often failed because of the formation of a 
fistula at the point of union of the new autoplastic 
canal with the bladder. From the point of view of 
function, failure may be due to insufficient length of 
the new canal, thinness of its posterior wall, or in- 
sufficient support of the region of the neck of the 
bladder. The principal cause of the disunion of 
sutures is insufficient pre-operative preparation. If 
the urine is not properly disinfected and acidified it 
will encrust the tissues of the operative field and 
interfere with cicatrization. The causes of failure 
due to the operative technique are insufficient 
freshening and insufficient contact of the auto- 
plastic flaps because of a lack of material. In the 
postoperative period, failure may result from de- 
fective urinary derivation which allows the urine to 
soil and infiltrate the freshened surfaces. In the 
author’s opinion, the best procedure for urinary 
derivation is infrapubic cystostomy. PAce. 


Watson, E. M.: Carcinoma of the Male Urethra. 
J. Urol., 1929, xxi, 217. 


Carcinoma of the male urethra is rare and its 
cause is unknown. The cavernous portion of the 
urethra is involved most frequently and the prostate 
least frequently. Most carcinomata of the prostate 
are of the squamous-celled type. Those of the 
columnar-celled variety are less common, and 
papillary carcinomata are unusual. 

In the majority of the reported cases the diagnosis 
was made only after there was a definitely palpable 
tumor. The symptoms cannot be well differentiated 
from those of the earlier lesions, namely, stricture, 
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infection, and papilloma. For the most part, how- 
ever, they are due to obstruction. According to 
Kretschmer, the syndrome may be divided into four 
stages. First there is a urethral discharge with 
dysuria and possibly retention; then, local tumor 
formation; then, a periurethral infiltration of urine; 
and finally, fistula formation. The few cases with 
bleeding as an early sign are the cases in which 
operative relief is possible. 

The treatment has not been satisfactory. In most 
instances the procedures adopted have given only 
symptomatic relief. A number of cases have been 
treated by external urethrotomy with incision and 
drainage of the perineal infiltration. Others have 
been treated by internal urethrotomy followed by 
urethral dilatation and, in some instances, by in- 
cision and drainage of the perineal mass. When the 
pendulous urethra was the portion involved, ampu- 
tation of the penis has been done, usually with no 
attempt to extirpate the inguinal glands. 

The author reports two cases. In one, which was 
followed for three years, there was no recurrence. 
In the other, which was followed for five years, a 
recurrence developed but later disappeared under 
treatment and death ultimately resulted from a 
cardiac condition. C. Travers Stepita, M.D. 


GENITAL ORGANS 


Nitch, C. A. R.: Some Problems Connected with 
Benign Enlargement of the Prostate. Brit. M. 
J., 1929, i, 139. 

For inoperable cases of benign enlargement of the 
prostate, Nitch advises diathermy, deep X-ray ther 
apy, and catheterization when the patient is very old 
or debilitated, and permanent suprapubic drainage 
when catheterization cannot be tolerated. 

Pre-operative problems are based chiefly on the 
patient’s age and general condition. In the early 
stages of enlargement of the prostate the most defi- 
nite sign of obstruction is residual urine. Operation 
should be done when the residual urine amounts to 
more than 114 oz. Advanced age is not a contra-in- 
dication to operation if the patient is otherwise in 
good condition. 

Recovery after operation depends mainly upon 
renal function and resistance to sepsis. These must 
therefore be determined very carefully both clinically 
and chemically before operation. 

Nitch believes that the gross mortality of prosta- 
tectomy would be greatly diminished if the two-stage 
operation were more generally adopted. Preliminary 
vasoligation is a certain preventive of postoperative 
epididymitis and is definitely indicated in all cases of 
pre-operative epididymitis. Pre-operative drainage 
is necessary when there is complete retention or the 
amount of residual urine is more than 4 0z., when 
there is renal deficiency, when severe haemorrhage 
occurs from the prostate, when urinary sepsis and 
inflammation of the bladder are present, and when the 
patient is worn out by nocturnal frequency. 

GiLBert J. Tomas, M.D. 


Pelouze, P. S.: The Réle of the Prostate Gland in 
the Causation of Remote Focal Infective Symp- 
toms. A Discussion of the Etiology, Pathology, 
Diagnosis, Treatment, and Prognosis of Such 
Infections. Med. Clin. N. Am., 1929, xii, 1019. 


After discussing at length the syndrome of pros- 
tatic gland infections due to gonococci and mixed 
cocci, the author summarizes as follows: 

1. The prostate gland is infected in at least 35 per 
cent of all adult males. 

2. Next to the teeth and tonsils, it is the focus of 
infection causing the greatest number of system 
symptoms of toxic absorption. 

3. Most infections of the prostate can be attrib- 
uted to a past gonorrhoea though the gonococcus has 
long since disappeared from the field. 

4. A surprisingly large number of men who have 
never had gonorrhoea have infection of the prostate. 

5. The association of other foci of infection, par- 
ticularly in the teeth or tonsils, is far too great to be 
attributed to coincidence. 

6. Unquestionably these latter are commonly the 
primary causes of prostatic infection. 

7. It is often impossible to clear up the patholog- 
ical condition of the prostate until these foci have 
been removed. 

8. Though these distant foci are streptococcic, 
those in the prostate are frequently staphylococcic. 

9. Such being the case, the question arises as to 
why these secondary infections should be continued 
by other bacteria in what in many cases is evidently 
a blood-borne infection. 

10. Undoubtedly an explanatory factor is per- 
verted physiology of the prostate. 

11. The chronicity of prostatic infections is due 
largely to poor drainage of the gland follicles. 

12. A cure is brought about best by gentle pros 
tatic massage to establish drainage. 

13. If the distant symptoms of toxic absorption 
are not greatly improved in one month of such treat- 
ment given twice a week, the prostatic infection is 
not their sole cause. 

14. If the evidences of infection of the gland are 
not reduced in six weeks, the cure is being retarded 
by some other condition of the urogenital tract. 

15. If pus is still found in the prostatic secretion 
after three months, the patient should be given 
a rest from treatment for from six to eight weeks. 

16. Autogenous vaccines at times seem to aid, but 
they are usually quite disappointing. 

17. When treatments are given at shorter inter 
vals than three days they commonly cause an acute 
inflammatory reaction, and when they are given a 
week apart they seldom produce a cure. 

18. There are certain prostatic infections in which 
the gland is so badly damaged that it cannot be ren- 
dered free from pus. 

19. Patients with infection of the prostate gland 
feel best when their urine looks worst. Accordingly, 
prostatic massage to promote drainage is commonly 
indicated when their urine is clear. 

C. Rutnerrorp O’Crow-ey, M.D. 
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Cumming, R. E.: Bladder Dysfunction Following 
Prostatic Abscess. J. Am. M. Ass., 1929, xcii, 128. 

Peterson, A.: Prostatic Abscess. J. Am. M. Ass., 
1929, XCii, 130. 

CUMMING reports a case of urinary incontinence 
associated with a large amount of residual urine in 
the bladder, cystitis, and renal back-pressure. The 
patient had previously been treated by X-ray irradi- 
ation and massage for enlargement of the prostate, 
and later a diagnosis of enlargement of the median 
lobe of the prostate with impairment of the action of 
the prostatic urethra was made. When the patient 
was first seen by the author, he was suffering from 
severe hematuria with urinary incontinence, pain 
from clots, fever, and prostration. Cumming’s diag- 
nosis was: prostatic cavity forming an extravesical 
sac with retention of urine and interference with 
sphincteric activity resulting in incontinence and re- 
tention; recent infection of the cavity with erosion of 
vessels and consequent bleeding. 

Under caudal anesthesia supplemented by the 
suprapubic infiltration of procain hydrochloride, an 
operation was performed to effect a free and con- 
stant union between the bladder, urethra, and post- 
urethral cavity. It consisted in excision of the medi- 
an bar tissue, deep incision of the leaf of tissue be- 
tween the bladder and the false cavity, the introduc- 
tion of two lateral mattress sutures for haemostasis 
and retraction of the tissues, the removal of a wedge- 
shaped area, and closure of the bladder with free 
drainage. Complete recovery resulted. 

Cumming emphasizes the diagnostic importance 
of a complete history, cysto-urethroscopic studies, 
and urography. 

PETERSON states that abscess of the prostate may 
result from the direct extension of a gonorrhoea] in- 
fection of the posterior urethra or the metastasis of a 
distal or general infection. In his report of seven 
cases he emphasizes that positive symptoms direct- 
ing attention to the prostate may be lacking and that 
in some cases there is no definite softening or fluctu- 
ation of the gland. 

In the operation performed by Peterson, a Young 
prostatic tractor is introduced into the bladder to 
pull the prostate against the perineum, an inverted 
U incision is made, and the prostatic capsule is ex- 
posed by blunt dissection on each side of the central 
tendon followed by displacement of the central ten- 
don to one side. A longitudinal incision is then made 
into the prostate and the cavity is explored with the 
finger to break down any septa. It is usually unnec- 
essary to open each lobe for drainage. The cavity is 
packed with iodoform gauze, and a small tube drain 
is left in place for one week. The pack is removed 
after from twenty-four to forty-eight hours. 

GILBERT J. THomas, M.D. 


Wallenstein, S.: Torsion of an Intra-Abdominal 
Testis. J. Urol., 1929, xxi, 279. 
The patient whose case is reported was seized with 
sudden severe pain in the left groin, nausea, and 
vomiting. Operation, which was performed on the 


ninth day of the illness, disclosed a testicle adherent 
to a loop of intestine and torsion of the testicular 
mesentery. 

Pathological examination showed a thin common 
urogenital mesentery attached to the lower pole of 
the testis and the globus minor which inverted the 
testicle, the globus major below, and the globus 
minor above. There was a twist of 180 degrees in- 
volving the spermatic vessels at the juncture of the 
epididymis and vas. The testicle was congested, 
blue, and distinctly softer than the normal testicle. 
The epididymis was well developed and the vas 
appeared normal. The processus vaginalis was 
thickened. 

Section disclosed a marked increase of interstitial 
cells. The interstitial cells were unusually well 
developed. The tubules were of normal appearance, 
but spermatogenesis was incomplete. No fully 
developed spermatozoa were found. 

The postoperative course was uneventful, and 
the patient was discharged cured at the end of 
three weeks. 

Only seven cases of torsion of an intra-abdominal 
testicle have been reported in the literature. The 
author’s case is the second in which the correct 
diagnosis was made before operation and the second 
in which the torsion occurred on the left side. 

C. Travers Stepira, M.D. 


Frater, K.: Cysts of the Tunica Albuginea (Cysts 
of the Testis). J. Urol., 19209, xxi, 135. 


In the literature, testicular cysts are described as 
occupying practically the whole testis and communi 
cating at times with cysts of the epididymis and 
cysts in the tunica albuginea. The case reported by 
Curling was undoubtedly one of the larger variety 
occupying the whole testis. Few cases of true cyst of 
the tunica albuginea have been described. 

Cysts of the tunica albuginea and cysts of the 
testis are classified separately. The cyst reported in 
this article was a true cyst of the tunica albuginea. 
Trauma is a possible etiological factor. 


Dean, A. L., Jr.: The Treatment of Teratoid Tu- 
mors of the Testis with Radium and the Roent- 
gen Ray. J. Urol., 1929, xxi, 83. 

In 11 per cent of the cases of teratoid tumor of the 
testis which are reviewed by the author the tumor 
formation was preceded by direct trauma. Incom 
plete descent of the testis predisposed to malignant 
degeneration whether the testis was located in the 
abdomen or in the inguinal canal. In 92 per cent 
of the cases the first sign of the condition was a 
painless swelling of the testis. 

Dean emphasizes that in the examination of intra- 
scrotal tumors the possibility of teratoma should be 
kept in mind and palpation of the abdomen on the 
same side should be done. 

In most cases of teratoid tumor of the testis 
surgery alone offers little hope of cure. However, 
because of the undifferentiated nature of their cellu 
lar structure, these tumors are especially amenable 
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to irradiation. Conversely, the tumors most lacking 
in malignant qualities are least radiosensitive. 

Of sixteen patients with an operable teratoma of 
the testis who were treated by external high-voltage 
roentgen-ray irradiation and radium packs, thirteen 
were cured, whereas of ninety-seven with an inoper- 
able tumor who were similarly treated, twenty- 
eight were rendered free from all signs of the 
condition. 

In conclusion the author states that when a 
patient presents himself with a teratoid tumor of the 
testis and no metastases can be found, the treat- 
ment of choice is thorough irradiation of the testis 
and abdomen of the same side followed in from four 
to six weeks by orchidectomy. Several courses of 
irradiation should be given at intervals as short as 
the toleration of the patient will permit. Operative 
removal of metastases from a malignant testicular 
tumor should not be attempted. Maximum irradia- 
tion by means of the radium pack and high-voltage 
X-ray offers a far greater chance for permanent 
relief. Joun G. Cueetuam, M.D. 


MISCELLANEOUS 


Patch, F. S.: The Association Between Leukoplakia 
and Squamous-Cell Carcinoma in the Upper 
Urinary Tract. New England J. Med., 1929, cc, 
423. 


Leukoplakia is generally regarded as a precan- 
cerous condition and squamous-cell carcinoma of the 
urinary tract is usually ascribed to it. 

In a review of the literature the authors found the 
reports of 121 cases of leukoplakia and 152 cases of 
squamous-cell carcinoma occurring in the kidneys, 
ureters, and bladder. On beginning the investiga- 
tion, they thought that the simultaneous occurrence 
of leukoplakia and squamous-cell carcinoma in the 
kidneys, ureters, and bladder was infrequent. ‘They 
were therefore surprised to find 13 cases. They re- 
port these cases in detail, together with a recently 
observed case in which almost general leukoplakia of 
the upper urinary tract was associated with a 
squamous-cell carcinoma of the bladder and one 
kidney. Joun P. O’Nett, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Lewin, P.: Epiphyses: Their Growth, Develop- 
ment, Injuries, and Diseases. Am.J. Dis. Child., 
1929, XXXVii, 141. 

The functions of the epiphyses are: (1) to serve 
in the formation of joints; (2) to serve as attach- 
ments for muscles and tendons; and (3) to develop 
the length of the bones. In the hand, the bones 
ossify earlier in the female than in the male. The 
bones of the first child ossify earlier than those of 
subsequent children. The ossification is bilaterally 
symmetrical. Variation in the ossification of bones 
is a heritable trait. 

The epiphyses obtain their blood supply from the 
network of periosteal arteries, branches of which 
perforate the compact bone to be distributed 
throughout the cancellous bone independent of the 
diaphyseal blood supply. Rarely more than one or 
two small arteries pass over the epiphyses from the 
diaphyses, this fact accounting for the infrequent 
occurrence of necrosis of the epiphysis when the 
diaphysis is more or less completely displaced from 
the epiphysis. Four sets of vessels are found at the 
upper end of the femur: (1) vessels extending from 
the diaphysis of the femur, (2) epiphyseal vessels 
proper, (3) vessels arriving by way of the ligamen- 
tum teres, and (4) periosteal vessels. 

The factors which affect the epiphyses are hered- 
ity, circulatory changes, trauma, infection, diet, 
ultraviolet rays, exercise or muscular effort, fresh 
air, endocrine disturbances, obesity, chemicals, mas- 
sage, roentgen rays, and radium. The first seven 
are the most important. The three most important 
groups of disorders are disturbances of. growth and 
development and injuries and diseases of the epiph- 
yses. Interference with growth and development 
may be due to injury or disease of the epiphyses 
plus circulatory, nutritional, muscular, metabolic, 
or glandular disturbances. Rapidly growing tissues, 
to which the epiphyses belong, are more vulnerable 
than other tissues. 

Heredity plays a part in epiphyseal disorders. 
These conditions are found chiefly during young 
childhood and adolescence. Males are more fre- 
quently affected than females, chiefly because trau- 
ma is an important factor. There may be one severe 
trauma or repeated slight injuries. Infections of 
various types, including tuberculosis and syphilis, 
may affect the epiphyses. Nutritional disturbances 
are important, as is also the effect of exercise. 
Glandular disturbances often affect the epiphyses, 
producing serious disorders. It appears that the 
effects of disturbances of the endocrine glands are 
more noticeable on the epiphyses than on the shafts 
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of the bones. Premature ossification is found in 
midgets and dwarfs; delayed ossification in gigantism 
and infantilism. When the epiphyses of a bone have 
united with the shaft there can be no further in- 
crease in length of that bone (except by operation) 
and, conversely, until union occurs there is a possi- 
bility of an increase in length. 

Trauma may act as the exciting factor in a man- 
ner analogous to the bringing out of the rash of mea- 
sles by a hot bath. Focal infections are undoubtedly 
important. 

The pathological changes occurring in epiphyseal 
disorders are the results of circulatory, mechanical, 
traumatic, nutritional, and infectious disturbances. 
Little is known of the pathological changes due to 
epiphyseal disorders because most of these conditions 
do not warrant operative surgical interference and 
few of them cause death. As a basis for conclusions 
it is therefore necessary to study roentgenological, 
experimental, and autopsy evidence, which is chrono- 
logically imperfect. 

The symptoms of epiphysitis (excepting the acute 
infectious type) are similar to those of early tuber- 
culosis. They differ in different locations. 

In Still’s disease there is an effect on the epiphyses 
which may cause early ossification and arrest of 
growth of the affected bones. Roentgenograms re- 
veal changes in the shape, size, and opacity of the 
epiphyses. A condensing osteochondritis is the most 
common late observation. 

The chief conditions to be differentiated are tu- 
berculosis, fracture, dislocation, and pyogenic infec- 
tion. Syphilis, scoliosis, rickets, acute infections, 
congestion, “‘growing pains,’’ Still’s disease, hamo- 
philia, scurvy, osteomyelitis, and septic arthritis 
must also be ruled out. In the spine, nutritional 
disturbances may be found. 

Except in cases of acute septic epiphysitis, the 
prognosis is usually good so far as the recovery of 
function is concerned, but is not so good with re- 
gard to the restoration of the form of the epiphysis. 
The course is usually comparatively short. In vari- 
ous locations the prognosis is affected by various 
factors. For example, in the hip, knee, or foot, 
weight-bearing is important in the production of 
deformity of the epiphyses. In the spine, weight- 
bearing and gravity are important factors. 

The treatment of epiphyseal disorders other than 
those of the acutely infectious type consists of gen- 
eral and local measures. The former are determined 
by the general condition of the patient. The local 
treatment consists of rest, immobilization, and sup- 
port and relief from weight-bearing or the effects of 
gravity. Traction, plaster-of-Paris casts, splints, and 
braces are often indicated. Phototherapy, helio- 
therapy, active and passive movements, and mas- 
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sage are of value in various conditions at different 
periods in the treatment. ‘The treatment should not 
be directed entirely to the local condition; the 
patient as a whole must be considered. 

The author discusses the following conditions: 
osteochondritis deformans cox juvenilis, Osgood- 
Schlatter’s upper tibial epiphysitis, osteochondritis 
of the upper end of the tibia, osteochondritis of the 
lower end of the tibia and fibula, apophysitis of 
the os calcis, Kohler’s tarsal scaphoiditis, juvenile 
deforming metatarso-phalangeal osteochondritis, 
lreiberg’s infraction of the metatarsal head, osteo- 
chondritis of the base of the fifth metatarsal bone, 
vertebral epiphysitis, osteochondritis deformans ju- 
venilis of the shoulder joint, coxa vara luxans, acute 
infectious epiphysitis, chronic infectious epiphysitis, 
traumatic epiphysitis, avulsion of the epiphysis of 
the tuberosity of the ischium, Kienbock’s carpal 
scaphoiditis, two stages of epiphyseal growth, equali- 
zation of the length of the legs in cases of fractured 
femur in children, glandular disturbances, epiphysi- 
tis in miscellaneous locations, and other conditions. 

The article is thirty-seven pages in length and 
contains eighteen illustrations. 


Sheldon, J. H.: An Undescribed Disease of Bone. 
Brit. J. Surg., 1929, Xvi, 405. 

The case reported was that of a boy who had al- 
ways been healthy until the age of eleven years. The 
patient’s father had bony nodules at both elbows. 
When the patient was eleven years of age a hard 
tumor developed in front of the right knee. This was 
excised and found to be an osteoma on the head of 
the tibia. Four years later it recurred and was again 
removed. At about the same time the left knee be- 
came involved in a similar manner. When the pa- 
tient was eighteen years of age a similar condition 
developed in the right humerus and a swelling ap- 
peared near the right wrist, broke spontaneously, 
and discharged thick pus. The pus was sterile. The 
bone in the region of the wrist was found to be in- 
fected and a sinus persisted until the patient’s death. 

The post-mortem photographs show an enormous 
tumor on the right arm near the shoulder, which was 
about as thick as the patient’s chest. It enclosed the 
scapula and extended to the vertebral column and 
down the arm to the elbow. It weighed 23 lb. Its 
periphery was a firm white tissue with numerous 
cysts. In the center there was cartilage, and near 
the humerus the tumor contained bony spicules. 
Histologically the neoplasm was a_ spindle-cell 
osteosarcoma. The lower half of the humerus was 
normal, but the upper half was expanded into a cir- 
cular mass infiltrated by fibrous tissue. The scapula 
and clavicle were both more or less involved by 
bone destruction and enveloped by the sarcoma. 
The distal ends of the radius and ulna showed bone 
destruction and proliferation. 

The right femur presented irregular osteomata 
around the trochanter and bony septa in the lower 
half. Its marrow was atrophied. Exostoses were 
found on the left femur around the distal end. In 


the quadriceps tendon there was a large mass of 
cancellous bone which was continuous with the 
patella. Several pieces of free bone were found in 
the knee joint. The right tibia and fibula had 
rough, irregular exostoses at both ends, especially 
over the mesial aspect near the knee, where a large 
mass of cancellous bone was present. Over the 
tubercle of the left tibia there was a mass of bone 
several times the bulk of the patella which extended 
in a crescent shape up into the joint capsule. A piece 
of free bone weighing 27 gm. was taken from in front 
of the ankle. Exostoses were found also on the 
skull, the vertebral column, the ribs, and the pelvis, 
and there was extensive ossification of the arachnoid 
membrane of the brain. 

The thyroid was diffusely enlarged, but the pitui- 
tary was of normal size. All of the bones showed 
aplasia of the marrow. The red marrow had been re- 
placed by an unhealthy-looking fatty substance. 
The cortex of all of the bones seemed harder than 
usual when it was sawed and was difficult to de- 
calcify. Chemical analysis showed the calcium con- 
tent to be normal. The extreme hardness was at- 
tributed to the fact that the haversian canals were 
filled up with deposits of new bone, as revealed by 
microscopic examination. 

This case had some resemblance to progressive 
myositis ossificans since many of the exostoses were 
secondary, being first formed in the muscles and 
tendons and becoming fused with the skeleton later. 
Ossification of the arachnoid has been found in 
acromegaly and Albers-Schénberg disease (marble 
bones), but it never causes symptoms. The large 
osteosarcoma of the humerus is regarded by the 
author as a malignant neoplasm superimposed on 
the generalized bone disease. Supervening malig- 
nancy is especially common in diaphyseal aclasis. 

The condition was similar in some respects also to 
acromegaly. Although the pituitary was normal in 
size and appearance, there was an increase in the 
eosinophile cells in the anterior lobe, cells which are 
found in great numbers in adenoma of the pituitary 
gland. Moreover, there was an increase in the 
absolute size of some of the bones. The patient’s 
general appearance also suggested acromegaly. 

Witiiam A. Crark, M.D. 


Steindler, A., and Lindemann, E.: Alteration of the 
Action Current of Skeletal Muscles Following 
Sympathetic Ramisection. A Preliminary Re- 
port on Electromyographic Studies. J. Bone & 
Joint Surg., 1929, Xi, 1. 

The authors discuss the influence of the sympa- 
thetic nervous system on the tonus of the skeletal 
muscles from the anatomical, physiological, and 
clinical standpoints. 

According to one theory, the non-myelinated fibers 
which end in striated muscle are a part of the 
sympathetic nervous system, whereas according to 
another, the somatic fibers supply one type of 
muscle fiber and the sympathetic supplies another 
type. 





mi 
tio 


ste 
ne 


be 
ab 


re 
an 
to 


fre 
be 


ra 


M 


pe 
ag 


by 
ac 
ch 
by 
pa 
ti 


de 
co 
ac 
tr 
ne 
Ww 
cl 
(dt 


pe 





SURGERY OF THE BONES, JOIN 


The authors made oscillograph studies of normal 
muscles, muscles in a state of idiopathic degenera- 
tion, and spastic muscles. 

In normal muscles, action is divided into four 
stages—rest, beginning innervation, maximum in 
nervation, and relaxation. 

In a case in which a sympathetic ramisection had 
been done for Buerger’s disease, the findings were 
about the same on the affected and the normal sides. 

In a case of hemiplegia of the pyramidal type the 
record showed a great number of oscillations of large 
amplitude even when the muscles seemed clinically 
to be at rest. 

In a case of progressive muscular dystrophy the 
frequency and amplitude of the oscillations were 
below normal. 

In a case of bilateral hemiplegia in which a lumbar 
ramisection was performed on one side there was a 
marked reduction of the oscillations on that side. 

ELVEN J. BERKHEISER, M.D 


Murray, G. R.: Myofibrositis as a Simulator of 
Other Maladies. Lancet, 1929, ccxvi, 113. 


Fibrositis of the chest muscles may suggest angina 
pectoris, but the pain of fibrositis is induced or 
aggravated only by the use of the affected muscles 
(usually the pectoral or intercostal muscles) and not 
by other exertion or by emotion. Moreover, it is not 
accompanied by the sense of constriction which is so 
characteristic of angina pectoris, and is not relieved 
by the use of vasodilators. In fibrositis, careful pal- 
pation of the pectoral muscles in the relaxed condi- 
tion with the arms hanging by the side may reveal 
the presence of a tender swelling near the lower bor- 
der of the muscle, and firm pressure over the sterno- 
costal insertions when the muscles are brought into 
action will often elicit marked tenderness. In the 
treatment, rest and relaxation of the muscles are 
necessary. The arm should be supported in a sling 
which raises the elbow sufficiently to elevate the 
clavicle and prevent the weight of the arm from 
dragging on the shoulder and nerves. 

Fibrositis of the intercostal and other respiratory 
muscles may also simulate pleurisy, but there is no 
persistent fever, the physical signs of pleurisy are 
absent, and an area of tenderness can usually be 
detected in the region where the pain is felt. 

Diseases of the blood vessels such as intermittent 
claudication may be simulated by fibrositis. 

Inflammation of a strip of the soleus muscle occa- 
sionally suggests phlebitis, but careful palpation 
shows that the tender cord-like swelling is in the 
muscle and not in a vein. 

Fibrositis of the anterior abdominal muscles may 
Suggest intra-abdominal disease. Involvement of 
the upper segment of the left rectus or its fibrous 
insertions in the fifth, sixth, and seventh ribs may 
Suggest gastric disease as it is liable to be more severe 
after a meal if the stomach becomes distended. The 
author cites a case in which fibrositis of the outer 
part of the right rectus caused pain which for some 
time was attributed to biliary colic. 
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In fibrositis of the abdominal muscles the pain is 
of a dull aching character and is generally felt at one 
particular point from which it tends to radiate. It is 
relieved by rest in bed, recurs again when the erect 
position is assumed, and increases in severity and 
extent during the day. There is no cutaneous hyper- 
wsthesia, Certain movements may be acutely pain- 
ful, especially if they are executed after rest in one 
position. With the patient lying flat on his back 
with his knees drawn up to relax the muscles, palpa- 
tion may reveal a definite, slightly tender swelling in 
the muscles at the site of the pain. When the pa- 
tient contracts the recti strongly by raising his head 
and upper part of his trunk from the recumbent 
position, firm pressure made with the tips of the 
fingers on the muscle at the point where the pain is 
felt reveals acute tenderness. In contrast to the 
findings in intra-abdominal disease, the tenderness 
under the same pressure is far greater when the 
muscle is contracted than when it is relaxed. 

Fibrositis of the occipitofrontalis muscle and of 
the epicranial aponeurosis may cause headache. A 
fibrositic headache may simulate cranial neuralgia, 
but is generally more constant. It may be felt 
chiefly in the region of the occipital or frontal muscle 
or may be diffused throughout the region covered by 
the epicranial aponeurosis. Voluntary movements 
of the scalp are often painful, and on careful palpa- 
tion small tender swellings may be detected in or at 
the line of attachment of the occipital or frontal 
fibers to bone or fascia. 

Neuritis, which is usually a neurofibrositis, is a 
common cause of pain and is not infrequently asso 
ciated with myofibrositis. 

Stockman believes that fibrositis is usually the 
result of a secondary infection, and Rosenow has 
shown that myofibrositis may be caused by strepto- 
cocci of low virulence lodged in the capillaries near 
the tendinous insertions of the affected muscles. In 
the treatment it is therefore of importance to elimi- 
nate foci of infection. 


Leveuf: Twelve Cases of Spina Bifida (Douze ob- 
servations de spina bifida). Bull. et mém. Soc. nat. de 
chir., 1928, liv, 1137. 

Of twelve patients with spina bifida who were 
treated surgically by the author, nine are living. 
Leveuf states that they may later develop hydro- 
cephalus but this is not the usual result of the opera- 
tion. ‘There are severe forms of spina bifida for 
which surgery can still offer nothing. Leveuf uses 
the ordinary technique in his operation, but prevents 
the injurious action of the cerebrospinal fluid in the 
wound by prolonged ventral decubitus with the 
pelvis elevated which is begun before the operation 
and continued until the wound has cicatrized. 

OMBREDANNE, who entered into the discussion of 
Leveuf’s work, does not believe that the hydro- 
cephalus observed after operation for spina bifida 
is the result of infection at the site of operation. He 
does not consider it proved that there is a relation 
between the operation and the appearance of acute 








62 INTERNATIONAL ABSTRACT OF SURGERY 


hydrocephalus. He believes that children with spina 
bifida are liable to symptoms due to latent cerebral 
malformation. A child surviving operation for spina 
bifida for three or four years is not liable to develop 
symptoms of hydrocephalus as these symptoms 
usually appear within a vear after the operation. 
BrécnorT stated that in his opinion the ventral 
position is less important than the inclination of the 
body. Pace. 


Ody: A Case of Kuemmel-Verneuil Disease (Un cas 

“de maladie de Kuemmel-Verneuil). Bull. cl mém. 

Soc. nat. de chir., 1928, liv, 1106. 

The patient whose case is reported ran into an 
automobile while riding his bicycle and sustained a 
transverse diaphyseal fracture of the right femur. 
As the fracture failed to unite, an osteosynthesis 
with a Lambotte plate and graft was done. Three 
months later there was good consolidation, but with 
ankylosis of the knee and limitation of function of 
the right hip joint. Five months after the accident 
the patient complained of dorsolumbar pain which 
prevented him from working. He stated that he had 
felt this pain a short time after the accident but at 
that time it was much less severe. Upon rest in bed 
it ceased. 

Examination revealed anteroposterior flattening 
of the thorax and a gibbus at the eighth and ninth 
dorsal vertebra: with complete ankylosis of the whole 
dorsolumbar column. Roentgenograms showed a 
kyphosis caused by cuneiform flattening at the 
anterior summit of the eighth and ninth dorsal 
vertebra with ossification of the common anterior 
vertebral ligament and decalcification of the verte- 
bral bodies at this point. The intervertebral disks 
were preserved. There was no evidence of arthritis 
deformans. The condition was a traumatic spon- 
dylitis. 

The author recommends an orthopedic corset for 
limitation of the pain and deformity of Kuemmel- 
Verneuil disease. 

After the direct or indirect traumatism involving 
the spinal column and causing transitory dis- 
turbances there may be an interval of freedom from 
symptoms or with pain which is slight in proportion 
to the process rarifying the vertebral bodies and 
causing the formation of a dorsal gibbus. There is 
usually a certain degree of scoliosis as well as kyphosis. 
The suppuration of tuberculosis, the thickening of 
bone associated with syphilis, and the changes due to 
arthritis deformans are lacking. 

The author reports also two other cases of Kuem- 
mel-Verneuil disease, one typical and the other 
atypical. 

Kuemmel attributes this posttraumatic condition 
to a disturbance of nutrition of the vertebral bodies 
resulting in atrophy with consequent collapse of the 
spinal column. According to the most generally 
accepted theory, it is due to a fracture by com- 
pression, but in Kuemmel’s opinion such a fracture 
is the exception. Ody would like to combine the two 
theories, believing that there are cases in which the 


compression of the vertebra! bodies comes about 
gradually after a period of trophic alteration. 

The development of the syndrome may be pre- 
vented by two or three months’ rest in bed. When 
the deformity has already begun, a corset (first of 
plaster and later of celluloid) should be worn for at 
least a year. The patient should not attempt hard 
manual work. Prolonged immobilization may be 
avoided by the Albee graft operation. Pace, 
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Moulonguet, P., and Senéque, J.: Volkmann’s Syn- 
drome; Early Aponeurotomy; Recovery (Syn- 
drome de Volkmann; aponévrotomie précoce; guéri- 
son). Bull. et mém. Soc. nat. de chir., 1928, liv, 1094. 

The authors report the case of a boy seventeen 
years of age who sustained a fall on the elbow which 
was followed by very severe pain in the forearm and 
a rapid increase in the size of the elbow. The swelling 
was most marked in the antebrachial region and 
advanced to the wrist. No dressings were applied. 
During the night following the accident there was 
painful formication in the hand and the fingers had a 
tendency to flex toward the palm. The next morning 
an ecchymosis was found at the internal border of 
the elbow. Movement of the elbow was possible but 
limited. There was marked tension of the soft parts 
of the anterior surface of the forearm, especially at 
the insertion of the epitrochlear muscles. The fingers 
were in a state of semiflexion, and attempts at 
straightening them caused very severe pain. The 
pulse of the radial and cubital arteries was normal. 
Roentgenograms of the forearm and elbow showed 
the bones to be intact. 

The condition was diagnosed as a diffuse hematoma 
of the forearm, probably originating from a lesion of 
the epitrochlear muscles. ‘Two incisions were made 
in the aponeurosis. The principal cause of the diffuse 
haematoma was found to be the rupture of a muscular 
arteriole detached from the internal border of the 
cubital artery. Immediately after the incisions the 
formication ceased and the fingers could be easily 
extended. The skin was sutured without drainage, 
but the two aponeurotic incisions were left open. 

The authors state that intra-aponeurotic hyper- 
tension is only one factor in the pathogenesis of 
Volkmann’s syndrome. In some cases vascular and 
vasomotor lesions and lesions of the nerve trunks 
play an important réle in the production of muscular 
lesions which later give rise to cicatricial sclerous 
myositis resulting in ischaemic retraction. Early 
aponeurotomy may prevent the painful retraction 
of the flexor muscles of the fingers. Pacer. 


Gianturco, G. L.: A Contribution on the Treat- 
ment of Certain Cicatricial Deformities of the 
Hands (Contributo alla cura di alcune deformita 
cicatriziali della mano). Chir. d. organi di movi- 
mento, 1928, xiii, 158. 


The author reports the treatment of three de- 
formities of the hand produced by severe burns, 
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Cicatrization of the skin is not the only cause of such 
deformities; retraction of the muscles and tendons, 
shortening of the articular capsule, and, sometimes, 
skeletal deformities are important factors. 

Before operation in the cases reviewed a plaster 
cast was applied to the forearm with a banjo splint 
ready for elastic traction. With a tourniquet about 
the arm, all cutaneous and subcutaneous scar tissue 
was then removed to prevent recurrence of the de- 
formity and provide a healthy bed for the trans- 
planted skin. The deformity was corrected in part 
by gentle force with care to prevent injury to the 
synovia, capsule, and joints. The wounds were 
dressed with physiological salt solution, and elastic 
traction was then applied. When the correction had 
been completed and the granulations were healthy, 
Thiersch grafts were applied. 

The author states that shortening of the capsule 
and tendons is usually due to shortening of the soft 
tissues resulting from abnormal position. He em- 
phasizes that the efficiency of traction is increased 
when a support is placed as far distally as the proxi- 
mal phalangeal joint. SAMUEL L. Rossins, M.D. 


Tailhefer, A.: The Technique and Results of Repair 
of the Tendons of the Hand and Fingers (Les 
techniques et les résultats actuels de la réparation 
des tendons de la main et des doigts). Presse méd., 
Par., 1928, xxxvi, 1337. 

The author has sutured twenty-two extensor and 
fourteen flexor tendons. The repair of flexor tendons 
is particularly difficult except at the wrist. The best 
technique is the lacing suture. This may be made 
rapidly with the aid of a special grill clamp devised by 
Tailhefer. A solid suture with linen thread permits 
active mobilization of the finger on the day after the 
operation, the best means of preventing adhesions. 

In the wrist and the hand it is better to attempt 
primary suture whenever the wound can be cleansed 
immediately. In cases of infected wounds and in all 
digital sections of the flexors it is preferable to delay 
operation until three or four months after healing. 

When the cutaneous covering of the sutures is of 
poor quality it is sometimes advisable, in a pre- 
liminary operation, to excise the cicatricial tissues 
and perform an autoplasty. If the tendons appear 
to be destroyed a tendinous autograft should be 
used, 

Tailhefer emphasizes the importance of suturing 
the nerves of the hand not only on account of their 
sensory and motor function but also because of their 
important trophic function. Pace. 


FRACTURES AND DISLOCATIONS 


Grimault, L.: Isolated Fractures of the Lumbar 
Transverse Processes; Ten Cases (Iractures iso- 
lées des apophyses transverse lombaires 4 propos de 
dix observations). Bull. et mém. Soc. nat. de chir., 
1928, liv, 1356. 


Grimault states that the ten cases of isolated 
fractures of the lumbar transverse processes reported 
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in this article were seen by him in the period be- 
tween January, 1927, and August, 1928, and nine 
of the patients were miners. In six cases at least 
three processes were fractured. The anatomical 
variety reported in the literature as being least fre- 
quent—fracture of the first four lumbar vertebra— 
was found in five of the cases and in one of these 
there was in addition a fracture of all five lumbar 
vertebra. In four cases consolidation was brought 
about by bone callus. 

Herndon says that the prognosis depends chiefly 
on the mechanism by which the fracture was 
produced; that if only one or two processes are 
fractured the patient will not be incapacitated for 
more than three months, but that when three, four, 
or five processes are fractured and the fragments are 
displaced the average duration of incapacity for work 
is six months and the pain may persist much longer. 

In the author’s one case in which only one process 
was fractured, recovery was rapid and complete, 
but of three patients with fracture of two processes 
only one recovered completely; the others still have 
pain. In all cases with fracture of three, four, or 
five processes the late results have been poor. The 
patients have been unable to work and have severe 
lumbar pain. The poor results are not due to in- 
sufficient treatment. All of the patients remained 
in bed a long time and in cases with several frac- 
tures a plaster corset and orthopedic apparatus were 
applied. Therefore treatment by immobilization and 
plaster is evidently insufficient. The pain is intense 
and persistent, particularly in cases with fracture of 
the two last lumbar processes which are nearest the 
nerve trunks. As the pain is due to pressure on the 
nerves, the fractured processes should be resected. 

AuprEeY G. Morcan, M.D. 


Gangler, J.: Isolated Luxation and Subluxation of 
the Navicular Bone of the Foot (Die isolierte 
Luxation und Subluxation des os naviculare pedis). 
Beitr. 2. klin. Chir., 1928, cxliii, 671. 


The author reports the case of a man forty-two 
years of age who was thrown forward by a falling 
tree, his right foot being struck simultaneously from 
behind in the ankle region and from above on the 
plantar arch by a large branch. The physician who 
first saw the patient after the accident made a 
diagnosis of greenstick fracture and applied a plaster 
cast to the leg. When the cast was removed five 
weeks later an immobile swelling measuring 2.5 by 
1.5 cm. was found 4 cm. in front of and below the 
internal malleolus, there was a severe grade of trau- 
matic flat-foot, and pronation and supination were 
impossible. The distance from the tuberosity of the 
os calcis to the head of the first metatarsal bone 
was 1.5 cm. greater in the left foot than in the right 
foot. The roentgenogram showed an almost com- 


plete luxation of the scaphoid bone inward and 
somewhat upward. 

The treatment consisted in extirpation of the bone 
that had been forced out of its niche almost com- 
No 


pletely in an upward and medial direction. 
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difficulty was experienced in the extirpation as al- 
most all of the capsular and ligamentous attach- 
ments, even in the interior of the tarsus, had been 
ruptured. The resulting cleft 1.5 cm. wide was cor- 
rected by adduction of the anterior part of the foot 
and the foot was encased in a plaster cast in the 
slightly overcorrected position. After three weeks the 
plaster cast was removed. 

Eight months after the injury the patient had a 
slight limp but was able to walk for three hours 
without a cane. Walking for a longer time produced 
the symptoms of flat-foot. Sinking of the plantar 
arch did not recur, but pronation and supination 
were limited as before. 

The author attributes the isolated luxation of the 
navicular bone to an essentially indirect mechanism. 
He divides the accident into two stages. First, there 
resulted from the fall forward with the tip of the 
foot fixed a maximal dorsiflexion of the foot which 
resulted in separation of the scaphoid bone from the 
plantar ligaments and rupture of the median liga- 
ments. Then, the blow from the falling tree on the 


heel produced a maximal extension of the foot, as a 
result of which the still uninjured dorsal ligaments 
ruptured and the navicular bone was pushed out 
upward over the neck of the astragalus and inter- 
nally toward the cuboid bone. 

On the basis of this mechanism the cases reported 
in the literature may be divided into two groups 
according to whether the dorsiflexion or the exten- 
sion was the chief traumatic factor. The author 
believes that weakness of the ligaments is a prereq- 
uisite. 

As a rule the dislocation can be diagnosed only 
roentgenologically. Its treatment consists in re- 
moval of the navicular bone. Both non-operative 
reduction and operative reduction have proved un- 
satisfactory. In experiments on the cadaver the 
author was unable to produce the dislocation even 
with the aid of complicated apparatus. 

The microscopic picture of the extirpated bone is 
similar to that of the limiting process in epiphyseal 
bone and the aseptic bone necrosis described by 
Axhausen. Kempr (Z). 
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BLOOD; TRANSFUSION 


Levine, P.: Human Blood Groups and Individual 
Blood Differences (Menschliche Blutgruppen und 
individuelle Blutdifferenzen). Ergebn. d. inn. Med., 
1928, XXXiv, I11. 


This article offers a critical survey of our present 
knowledge of blood groups and individual blood 
differences in man. After giving a historical review 
of blood grouping, the author discusses the agglu- 
tinins and agglutinogens of the several blood groups, 
their presence in cells. and body fluids, their de- 
velopment in the fetus and newborn, and their 
quantitative variations, especially in disease. He 
states that the apparent variations in blood grouping 
brought about by drugs, the roentgen rays, men- 
struation, and pregnancy are due to incorrect ob- 
servations and to associated conditions which favor 
more marked pseudo-agglutination. On the other 
hand, there are considerable differences in the degree 
of the reaction in different individuals which may 
easily lead to error in the determination of the blood 
group when weak sera or less sensitive blood cells 
are used. Variations from the normal iso-agglutina- 
tion, such as pseudo-agglutination, auto-agglutina- 
tion, cold agglutination, and the variations from the 
Landsteiner grouping rule which have been described 
in the literature are mentioned. Among the latter it 
is necessary to differentiate blood specimens which 
do not react as expected, those which point to a sub- 
group, and those showing a positive reaction when 
the grouping does not warrant such a result. It is 
very possible that in a number of cases the method 
employed was not sensitive enough. 

Levine regards it as justifiable to conclude that 
Group A has two subgroups, although as yet these 
have not been found of any practical significance. 
There seems to be a subgrouping also in Group AB. 
Levine has seldom found it possible to analyze re- 
ported atypical positive reactions because in most 
instances the examination was incomplete and the 
method is not described in sufficient detail. More- 
over, auto-agglutination is confused with pseudo- 
agglutination and the effects of cold agglutinins are 
overlooked. Blood which has been kept for a long 
time may gain the property of being agglutinated by 
any serum, regardless of the group. All of the 
variations described in the literature are merely ex- 
ceptions which do not detract from the value of 
Landsteiner’s grouping. 

The group-specific reactions and a series of in- 
dividual blood differences within any particular 
group may be demonstrated also by animal sera. 

The nature of agglutinogens is still unknown. 
There is reason to believe that lipoids form the 
specifically reacting portion of the antigen. How- 
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ever, it has not as yet been proved that every quality 
demonstrable by serum reactions is due to a certain 
chemical substance, or even that it corresponds to a 
single sharply differentiated chemical group. 

The author advises against the use of blood from 
the universal donor Group O in transfusion. In gen- 
eral, he believes it safe to use only blood from similar 
groups. However, blood from Group O may be kept 
for some time in Rous preserving fluid at a cold 
temperature for emergency use. 

The methods of choosing a donor are described. 
The author recommends the trial of a blood suspen- 
sion with Serum A and B. As a rule, it is not neces- 
sary to confirm the result by testing the blood serum 
with known “A” and ‘‘B”’ blood cells. 

With regard to the nature of transfusion accidents 
not due to errors in the serum test or surgical 
technique, little is known. The author briefly re- 
views the possible causes of such accidents and the 
results of investigation regarding them. He then 
discusses the influence of racial differences and 
heredity on blood grouping. There is a brief survey 
of the forensic value of blood-group determinations 
in the examination of traces of blood and the 
determination of paternity. Kasoru (G). 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Speese, J.: Mesenteric Adenitis. 
J., 1929, XXxii, 225. 


Pennsylvania M. 


In fifty-seven cases of mesenteric adenitis studied 
by the author, tuberculosis was found infrequently in 
the mesenteric nodes at the time of operation or on 
histological examination of removed nodes. 

Appendicitis is often associated with lymphaden- 
itis, but plays a secondary réle in the glandular en- 
largement. Operation is indicated because of the dif 
ficulty in the differential diagnosis and to correct the 
complex pathological conditions found. 

Mesenteric adenitis presents characteristic symp- 
toms and its presence should be suspected in the 
cases of undernourished children suffering from at- 
tacks of colicky abdominal pain followed by remis- 
sions. It occurs most frequently in children and 
young adults. 

Acute inflammatory enlargement of the nodes may 
be associated with acute and chronic lesions of the 
appendix. As the nodes have been found to harbor 
streptococci, their rupture may be followed by per- 
itonitis. ‘Therefore routine extirpation of the nodes 
for study seems hazardous. 

In the presence of mesenteric adenitis, the postop- 
erative treatment is important and follows the gen- 
eral plan of tuberculosis therapy. 

In the majority of cases the end-results are satis- 
factory. Joun H. Gartock, M.D. 
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Lerche, W.: Hodgkin’s Disease of the Neck and 
Mediastinum; Bilateral Cervical Operations; 
Mediastinotomy. Arch. Surg., 1929, xviii, 329. 

The author reports the case of a woman with 
Hodgkin’s disease who has been operated upon 
several times and is now living, after eighteen 
years, with no evidence of the condition. The first 
indication of the disease was enlargement of the 
left supraclavicular nodes. On removal of the 
nodes by operation, a diagnosis of lymphoma, 
probably Hodgkin’s disease, was made. In_ six 
months the condition recurred in the same region 
and at a second operation nodes in the supra- 
clavicular space and of the upper paratracheal chain 
were removed, The diagnosis made at that time 
was lymphosarcoma, Hodgkin’s disease. A year 
later a third recurrence developed and more nodes 
were removed. 

Nine years after the initial onset of the condition 
the patient was operated upon for enlarged supra- 
clavicular nodes on the right side. Two years later 
she returned complaining of dyspnoea, hoarseness, 
a rattling noise in the chest, difficulty in swallowing, 
and itching. Roentgenograms revealed a large mass 
apparently jutting forth from the mediastinum and 
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occupying a large part of the right side of the chest 
cavity. A part of this mass was removed and 
diagnosed as Hodgkin’s disease. 

The operation was followed by X-ray treatments. 
Since that time, a period of eight years, the patient 
has been in perfect health with no recurrences. 

The mass in the chest apparently sprang from the 
tracheobronchial nodes and, pushing the pleural 
cover of the tracheobronchial space ahead of it, 
projected laterally into the chest cavity on the right 
side, where it grew in all directions except mesially. 

Surgical treatment for Hodgkin’s disease is not in 
vogue today, yet Yates, an ardent advocate of early 
complete excision of the superficial nodes followed 
by X-ray therapy, has had good results and has ex- 
pressed the belief that recovery may be expected in 
20 per cent of cases. 

In the author’s case the roentgen-ray therapy 
applied in 1914 and 1916 did not check the progress 
of the disease, but the form and amount of irradia- 
tion used after the mediastinotomy in 1921 was 
sufficient to prevent recurrence of the condition up 
to the present time. The average course of Hodg- 
kin’s disease is only two or three years. 

Howarp A, McKnicat, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Palmer, R. S.: Oxygen Therapy in the Treatment 
of Pneumonia and Postoperative Pulmonary 
Complications. New England J. Med., 1929, cc, 
339- 


Palmer reports cases of pulmonary tuberculosis, 
lobar pneumonia, bronchopneumonia, lung abscess, 
carcinoma of the bronchus, asthma, and emphysema 
in which the oxygen tent was used with good re- 
sults at the Massachusetts General Hospital. The 
treatment resulted in definite relief of the cyanosis, 
dyspnoea, and restlessness. If maximum benefit 
is to be obtained, it must be begun when the cyano- 
sis is first noted. MarLE I. Greene, M.D. 


Lenormant, C., and Iselin, M.: Postoperative Pul- 
monary Atelectasis (L’atélectasis pulmonaire 
post-opératoire). J. de chir., 1928, xxxii, 527. 

The case reported was that of a man twenty-seven 
years of age who was operated upon for duodenal 
ulcer. The day after the operation he was slightly 
cyanotic and developed a cough, his temperature 
rose to 40.5 degrees C., and his respirations increased 
to thirty per minute. The diagnosis of pneumonia 
was considered, but on the following day the heart 
was found to be displaced toward the left and a diag- 
nosis of massive atelectasis was made and confirmed 
by roentgenography. The patient quickly recovered. 
His temperature became normal on the ninth day. 

The first two roentgenograms of the series made 
showed complete atelectasis. The entire left hemi- 
thorax was opaque and contracted and the heart 
displaced toward the left. In the third roentgeno- 
gram the lung was found to be partially re-inflated. 
The summit had cleared and the middle and base 
were much less opaque. The cardiac shadow was 
beginning to mask the right edge of the vertebral 
column. In three succeeding roentgenograms the 
gradual re-insufflation of the lung could be followed. 
The heart resumed its normal position, but the left 
hemithorax remained a little flattened although the 
ribs tended to resume their natural obliquity. The 
diaphragm which had not been distinct in the pre- 
ceding roentgenograms remained slightly elevated. 

The authors review the history of atelectasis. 
Postoperative atelectasis occurs more frequently in 
the male than in the female. It has developed after 
every kind of surgical operation performed with or 
without anesthesia. It may also follow non-surgical 
traumatism. 

Massive atelectasis usually begins suddenly 
twenty-four hours after an operation. The first 
symptom is dyspnoea. Sometimes there is a vague 
thoracic or retro-xiphoid pain. The respiration is 
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rapid, and the face cyanotic or a brick red. The 
cough results in the expectoration of mucus or 
mucopurulent material which often contains the 
micrococcus catarrhalis or the pneumococcus. The 
pulse becomes accelerated, and the temperature 
rises. The heart is displaced toward the involved 
side. Palpation may reveal elevation of the dia- 
phragm on the left side. 

The cases may be divided into two groups—those 
with more or less complete cessation of vibrations 
and the vesicular murmur, and those with an in- 
crease in these phenomena. In the absence of com- 
plications, postoperative atelectasis always ends in 
recovery. Partial involvement of the lung is very 
frequent. 

The pathogenesis of postoperative pulmonary 
atelectasis has not yet been established. Factors 
which seem to play a réle are insufficiency of pulmo- 
nary ventilation, bronchial obstruction, and vaso- 
motor reflexes. 

Preventive treatment consists in measures to 
favor pulmonary ventilation after operation. Any 
dressing which compresses the thorax and abdomen 
should be removed. The patient should be placed in 
the Fowler position and should be turned frequently 
from side to side. Respiratory exercises should be 
prescribed. Systematic hyperventilation during or 
after anesthesia is important. Position and hyper- 
ventilation are the curative procedures. In bron- 
chial obstruction, the bronchoscopic aspiration of 
mucus is indicated. Pace. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Beekman, F.: Tannic Acid Treatment of Burns: 
End-Results in 114 Cases Compared with 320 
Treated by Other Methods. Arch. Surg., 1920, 
XViii, 803. 

During the period between June, 1919, and 
August, 1928, 434 children suffering from burns 
were admitted to the Children’s Surgical Service, 
Fourth Division, Bellevue Hospital, New York. 
Most of the burns were of the second or third degree 
and involved more than 10 per cent of the surface of 
the body. The ages of the patients ranged from a 
few weeks to twelve years. 

The causes of the burns were equally divided be- 
tween moist (scalds) and dry heat. Scalds were more 
numerous in children under six years of age, whereas 
burns from dry heat occurred more often in the older 
children. 

Three hundred and twenty of the patients were 
treated prior to November, 1925. The type of treat- 
ment used in the first group varied. The 114 pa- 
tients in the second group were treated with a 5 per 
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cent solution of tannic acid. Fluids were forced at 
all times. Opiates were used sparingly. 

In the first group there were 89 deaths, a mor- 
tality of 27.8 per cent, and in the second group, 17 
deaths, a mortality of 14.9 per cent. The causes of 
the deaths are shown in the table: 


CAUSES OF DEATHS 


Varied treat- Tannic acid 


ment treatment 
Cases % Cases % 

cf... eee . : 320 114 
Total deaths... . ‘ 8g 27.8 17 14.9 
Deaths from shock (first 24 hours) 18 5.6 6 3 
Deaths from toxawmia (second to tenth day) 57, 17.8 6. <3 
Late deaths (after ten days)... . 14 4-4 5 1.3 


The author draws the following conclusions: 

1. The tannic acid method of treating cutaneous 
burns is the most satisfactory treatment so far 
advocated. 

2. Inaseries of 434 cases of burns in children, the 
mortality was decreased from 28 to 15 per cent. 

3. This decrease was the-result of a decrease in 
the death rate from toxwmia by two-thirds. 

4. ‘Toxic absorption in burns takes place within 
twenty-four hours of the occurrence of the burn. 





The highest mortality from toxemia occurs in the 
period between the end of the first twenty-four hours 
and the end of the third day. 

5. The average hospital stay of patients was in- 
creased six days by the tannic acid treatment. This 
was probably due to the fact that patients with se- 
vere burns lived who otherwise would have died. 

Car R. Sterke, M.D. 


ANZSTHESIA 


Hornabrook, R. W.: The Safety of Ethyl Chloride 
and the Position of the Patient During General 
Anesthesia. Bril. M.J., 1929, i, 500. 


At the Melbourne Dental Hospital and the Mel 
bourne Eye and Ear Hospital, anesthesia has been 
induced with ethyl chloride in over 75,000 operations 
on patients of all ages with only 2 deaths. Ethyl 
chloride should be employed only for short anas- 
thesias. The author believes that when it is admin- 
istered by an expert anesthetist by the open 
method with the patient in the upright position it is 
one of the safest of anaesthetics. 

Georce R. McAuuirr, M.D. 








ROENTGENOLOGY 


Friedman, L. J.: Todized Oil in Roentgenology. 
Radiology, 1929, Xii, 114. 


The author reviews the use of lipiodol in the nasal 
accessory sinuses, eustachian tube, respiratory tract, 
urogenital tract, central nervous system, and fis- 
tulous tracts. 

He states that examination of the urine after 
bronchography and_ salpingohysterography with 
lipiodol or iodipin reveals traces of iodine for many 
days. 

He injects the nasal sinuses by means of a cannula 
in the natural orifices or by puncture. For injection 
of the bronchial tree he prefers the subglottic or 
transcricothyroid route. He has devised a special 
cannula for this purpose. 

The exploration of the bronchial tree is compar- 
atively harmless, but the cases must be selected. 
Friedman believes it is contra-indicated in tuber- 
culosis and hyperthyroid disease. In the renal tract 
the use of iodized oil is unnecessary. Moreover, the 
solution is too viscid to inject into the ureter even 
when it is diluted by mineral oil. The use of iodized 
oil for cystography was found to be very satisfactory, 
but the cost of the quantity of oil necessary was pro- 
hibitive. The author believes that the use of lipiodol 
in the uterus is harmless and gives accurate findings. 
He has seen no ill effects when iodized oil has been 
employed in the diagnosis of pregnancy. 

The injection of iodized oil into the central nerv- 
ous system requires great caution. 

Cuarves H, Heacock, M.D. 


Handley, W. S.: Radiology from a Surgeon’s 
Standpoint. Lancet, 1929, ccxvi, 1. 


‘The author divides the history of roentgen therapy 
into three periods: (1) that of inadequate and tenta- 
tive dosage, (2) that of massive intensive therapy, 
and (3) that of measured and divided doses. The use 
of measured and divided doses is becoming increas- 
ingly effective in the control and prevention of recur 
rence of malignant disease. 

The discovery of radium made it possible to intro- 
duce the focus of radiation within the body and thus 
to increase the dose of radiation received by the 
diseased area while reducing to the minimum the 
dose received by the rest of the body. The author 
discusses the time-quantity ratio of radium applica- 
tion and the value of radium as a prophylactic agent 
when used in conjunction with surgery in cancer of 
the breast. He believes that very small doses of radi 
ation may exert a stimulating effect upon the cells of 
a malignant growth and cites several clinical observa- 
tions in support of his opinion. If this theory is cor- 
rect, radiation applied directly to the center of a 
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malignant growth may kill the neoplasm at that 
point but may tend to spread it at the periphery 
where the dosage is reduced. Therefore it may be 
advisable to treat first the periphery rather than the 
center of the area in which cancer cells are likely to 
be present. Avotpu Harrunc, M.D. 


RADIUM 


Forssell, G.: Radiumhemmet, the Radiothera- 
peutic Clinic of the Cancer Society of Stock- 
holm: Its Organization, Methods of Work, and 
Results of Treatment (Die radiotherapeutische 
Klinik des Kanzervereins in Stockholm, Radium- 
hemmet; ihre Organisation, Arbeitsmethoden, und 
Behandlungsresultate). Acta radiol., 1928, ix, 315. 


Radiumhemmet consists of a clinical division, a 
radiological policlinic, a radium department, an 
X-ray department, a history department, a labora- 
tory for physical investigations, and departments of 
tumor pathology and experimental medicine. 

The radiotherapeutic clinic contains ward and 
private beds. The work consists in dressings, minor 
operations, laboratory examinations, and the appli- 
cation of radium. 

The radium, amounting to 2,026.31 mgm. of ra- 
dium sulphate, is divided among 113 gold-platinum 
tubes and needles and 35 flat plates for surface 
treatment. For distant radium treatment, 500 mgm. 
of radium element are used in special carriers (ra- 
dium cannon). Solid radium preparations are pre- 
ferred to emanations because they are less danger- 
ous. 

The X-ray department consists of a machine 
room, an irradiation room, and a service room. Light 
and air are obtained from two sides. ‘The rooms are 
adequately protected against the iniurious effects of 
the direct and secondary rays by a lead lining. The 
entire department is aired several times daily by 
ventilators. Vacations are compulsory for the per- 
sonnel. The members of the staff are urged to stay 
out of doors during their vacations and to take up 
sports. As a result, no general or blood injuries have 
been observed among them. 

Operations supplementing the application of ra 
dium and electrocoagulations combined with surgi- 
coradiological therapy are performed in the operat- 
ing room. 

The history department was planned on the pat- 
tern of the history departments of the Mayo Clinic 
and the Memorial Hospital of New York. Patients 
are followed up after their discharge. 

The physical laboratory periodically tests the 
apparatus, measures dosage, and carries out scien- 
tific investigations in medical radiology. It also 
standardizes and controls the roentgen departments 
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of various hospitals, thereby providing a uniform 
standard of dosage for the entire country. 

The pathological department verifies the clinical 
diagnoses. 

The experimental division conducts experiments 
on animals with regard to cancer etiology and ray 
biology. 

The chief undertaking at Radiumhemmet is the 
treatment of malignant tumors, and because of the 
present lack of space, practically only malignant 
tumors are treated in its clinical division. It is re- 
garded as desirable, however, so far as possible, to 
treat also benign tumors and diseases of a bacterial 
nature in order to accumulate experience in other 
branches of radiotherapy. Treatment of the latter 
types of conditions is done for the most part in the 
policlinic. 

Radium therapy has been the chief weapon against 
malignant tumors, but roentgenotherapy is also 
necessary in the treatment of such neoplasms. The 
two forms of rays supplement each other. 


GUIDING PRINCIPLES IN THE RADIOTHERAPY OF 
MALIGNANT TUMORS 


The results of radiotherapy depend mostly upon 
the method of treatment and the technique. A gen- 
eral statement as to the value of radiotherapy in 
malignant tumors is impossible as it varies con- 
siderably with the type and location of the tumor. 
Failures are sometimes due to faulty technique. 
The guiding principles of treatment are to influence 
the power of growth of the tumor so that the healing 
power of the body can overcome the disease, and to 
avoid injury to the adjacent tissue or the general 
resistance of the body which will prevent the or- 
ganism from reacting against the weakened tumor. 
The main factors in the treatment are: (1) proper 
dosage and distribution, (2) proper technique, and 
(3) organized supervision of the course of the disease 
during and after treatment. 

There is no uniform ‘‘carcinoma dose” except in 
the sense that a certain minimal quantity of ab- 
sorbed radiation is necessary for a certain time to 
cure a certain cancerous tumor. In each case there 
is a certain maximal dose which cannot be exceeded 
without causing injury to the surrounding tissues or 
the organism as a whole. Different types and loca- 
tions of cancer require different dosages. Each case 
must be treated individually. The required dose 
should be applied within the shortest time, prefer- 
ably at one sitting. Fractional treatment is indi- 
cated only when this is impossible because of the 
location and size of the tumor or because there is 
danger of too strong a reaction in the adjacent 
tissue. 

All of the cell elements mobilized by the healing 
process are highly radiosensitive and are inevitably 
affected by repeated irradiation. Hence the origi- 
nally induced healing process must be given the 
necessary time to develop up to a certain degree 
before the irradiation is repeated. A strong irradia- 
tion produces after a certain time a lasting change in 





the connective tissue and blood vessels around the 
tumor which may reduce the power of reaction and 
increase the tendency toward necrosis. Hence an 
interval between irradiations, depending upon the 
conditions present, should be allowed so that the 
irradiation will be completed before the occurrence 
of lasting changes which will make healing difficult. 
However, the interval should not be long enough to 
allow the tumor to resume its growth. The duration 
of treatment should be as short as possible and the 
attempt made to obtain as rapid healing as possible 
and prevent the development of metastases during 
the time of treatment. The treatment does not fa- 
vor the development of metastases, but metastases 
may form as long as viable tumor tissue remains. 

In the treatment of most malignant tumors, es- 
pecially those in body cavities approachable from 
without, radium irradiation is superior to roentgen 
irradiation, but the form of application—contact 
irradiation, distant irradiation, or implantation 
must be decided by the conditions in the particular 
case. 

IRRADIATION TECHNIQUE 

In cases of facial, labial, uterine, and oral cancer, 
radium is applied to the primary tumor. In the 
treatment of oral cancer, radium irradiation is often 
combined with electrocoagulation. Operable glan- 
dular metastases from skin, lip, and oral cancers are 
operated upon and irradiated, and inoperable glands 
are given roentgen or distant radium treatment. 
When direct irradiation is possible, highly filtered 
radium irradiation is best. Radium is preferred for 
cancers in body cavities. Recently, greater use has 
been made of distant irradiation and implantation 
(gold-platinum or gold-steel needles with radium 
sulphate). In the pre-operative and postoperative 
treatment, roentgen irradiation or distant radium 
treatment is given and sometimes radium implanta- 
tion is done as well. Sarcomata are given roentgen 
irradiation alone or combined with radium irradia- 
tion. Roentgen rays are used also for large tumors 
and glandular metastases when the supply of radium 
is not sufficient for distant treatment. 


THE CURATIVE POWER OF RADIOTHERAPY 


Only cancers that are cured by irradiation ex- 
clusively or chiefly after a period of five years are 
considered cured. 

The few patients with operable cancers of the 
breast who have been treated by irradiation seem to 
have fared just as well as those with tumors of other 
groups. 

Of 39 patients with cancer of the thyroid (34 of 
whom were inoperable) about 15 per cent were free 
from symptoms for more than five years. 

In cases of cancer of the vulva, the end-results 
from combined irradiation and surgical treatment 
have been strikingly favorable, whereas the results 
of surgery alone have been poor. Eight of 26 pa- 
tients receiving the combined treatment were cured. 

Cancers of the skin of the face may be divided into 
the superficial and the infiltrating types. Of 102 
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cases of superficial tumors a cure was obtained in 88 
(86.3 per cent). If 9 cases of incomplete treatment 
are excluded, the incidence of cure is increased to 95 
per cent. Of 105 cases of infiltrating tumors, a cure 
was obtained in 51.4 per cent. If operable cases are 
included, the incidence of cure was 67.5 per cent. In 
the total number of 207 cases of cancer of the skin 
of the face the incidence of cure was 68.6 per cent. 
In the 182 technically operable cases it was 78 per 
cent. 

Lip cancers are also classified as superficial and 
infiltrating. In cancer of the lower lip the difference 
in the results in the two types of tumor was marked. 
Of cancers of the superficial type. 90 per cent were 
cured, whereas of cancers of the infiltrating type, 
only 34 per cent were cured. Of the infiltrating but 
technically operable cancers, 75 per cent were cured. 
The results were much better in the operable cases. 
Of 20 cases of cancer of the upper lip, 70 per cent 
were cured. All of 11 superficial tumors remained 
cured, but of 9 infiltrating lesions only 3 remained 
cured. 

None of the infiltrating cancers of the lip or skin 
with inoperable glandular metastases were cured by 
radiotherapy, but a clinical cure was obtained in 3 
cases of local infiltrating recurrences which de- 
veloped after the operative removal of a lip cancer 
without glandular metastases. Operable glandular 
metastases were extirpated. 

Radiotherapy was given in 244 cases of cancers of 
the oral cavity. Some of these were also operated 
upon. Of 160 cases given irradiation treatment 
alone, 19 per cent were cured after one year, and of 
113 cases, 18 per cent remained cured after five 
years. Permanent cure was obtained only when the 
lesion was macroscopically limited to its primary 
site. In none of 72 cases with glandular metastases 
was even a one-year cure obtained. However, the 
glandular metastases were very extensive and in- 
filtrating and the patient’s general condition was so 
poor that only a palliative effect was attempted. In 
the inoperable cases with glandular involvement 
only roentgen therapy was used. 

In cases of operable and inoperable tumors con- 
fined to their primary sites and without metastases 
in the regional glands the results were decidedly 
better. Of 88 cases, a one-year cure was obtained in 
35 per cent, a three-year cure in 33 per cent, and a 
five-year cure in 31 per cent. Irradiation and surgi- 
cal treatment combined gave a one-year cure in 63 
per cent of 84 cases, a three-year cure in 64 per cent 
of 56 cases, and a five-year cure in 60 per cent of 22 
cases. The frequency of recurrence after one-year 
cures was slight. The incidence of cure was about 
twice as high after irradiation and surgical treat- 
ment combined as after irradiation alone. 

In cases of operable primary tumors, irradiation 
alone resulted in a one-year cure in 62 per cent, a 
three-year cure in 62 per cent, and a five-year cure in 
56 per cent, whereas combined therapy gave a one- 
year cure in 75 per cent, a three-year cure in 80 per 
cent, and a five-year cure in 65 per cent. In cases of 
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tumors with regional metastases, on the other hand, 
radium treatment alone had no clinical results 
whereas the combined therapy gave a one-year cure 
in 37 per cent of 27 cases, a three-year cure in 35 per 
cent of 20 cases, and a five-year cure in 2 of 5 cases. 

In cases of cancer of the cervix uteri, an absolute 
cure (five years) was obtained in 20.7 per cent. Of 
234 inoperable cases, 39 were clinically cured for 
five years by radium therapy. Five-year cures were 
obtained in 15 of 25 operable cancers of the uterine 
cervix. 

Of 543 patients with sarcomata of various types 
who were treated with radium and the roentgen 
rays, one-third were free from symptoms for at 
least three years. Of these, 392 (238 with primary 
tumors and 154 with recurrences) were treated by 
irradiation alone and 151 were given combined sur- 
gical and irradiation treatment. Of the 238 with a 
primary tumor (148 inoperable) who were treated by 
irradiation alone, 24 per cent remained free from 
symptoms, whereas of the 154 with recurrences or 
postoperative metastases, only 18 per cent were 
cured. Of 151 with sarcoma who were given surgical 
and irradiation treatment, two-thirds were rendered 
free from symptoms. In these cases the most radi- 
cal operation possible was performed and deep 
irradiation of the tumor and glands was given, fre- 
quently before the operation. Different types of 
sarcoma gave different results. Permanent cures 
were obtained in cases of tumors that were inoper- 
able because of their location (nasopharynx and 
orbits). 


CURATIVE RESULTS OF COMBINED IRRADIATION 
AND SURGICAL TREATMENT 

In a consideration of the results of combined 
treatment it is necessary to differentiate between 
cases operated upon in apparently healthy tissue and 
cases in which only an incomplete operation was 
possible. In the latter, permanent cures may be 
credited to the irradiation. In suitable cases the 
combination of radiotherapy with operative extirpa- 
tion of the main mass considerably favors cure. The 
value of pre-operative, postoperative, and “pre- 
ventive” irradiation is still undetermined. The de- 
velopment of tumors is not prevented by “pre- 
ventive” treatment of the surrounding tissues; any 
effect obtained is due to the action of the irradiation 
upon existing “‘latent” metastases. The object of 
pre-operative radiotherapy is not only to remove the 
tumor but also to reduce or remove a peritumoral 
infiltration by producing a_ resorption process, 
thereby simplifying the radical removal of the tu- 
mor and possibly rendering an inoperable tumor 
operable. It is intended also to weaken the virulence 
of the tumor and diminish the danger of its surgical 
dissemination. The healing process induced by 
irradiation of the tumor seems to increase the re- 
sistance of the body to the slightly developed “pre- 
tumoral” metastases. 

In cancer of the vulva, e!cctrocoagulation com- 
bined with irradiation was tried as the results of 


operation in this condition are very poor and radio- 
therapy has only a palliative effect. Of 26 patients 
with vulvar cancers who were given the combined 
treatment, 8 remained free from symptoms for from 
one to three years. In cancer of the cervix uteri, the 
combined treatment gives many more permanent 
cures than operation alone and in cases operated 
upon incompletely permanent cures have been ob- 
tained by after-treatment. 

In cases of ovarian cancer which were operated 
upon incompletely the incidence of permanent cures 
after irradiation was strikingly high. 

Of 76 patients with cancer of the breast who were 
given postoperative roentgen irradiation, 60 per cent 
showed no recurrence after three years. Of 26 with 
adherent tumors or axillary adenopathy, 68 showed 
no recurrence, but of 15 with supraclavicular ade- 
nopathy, only 1 remained free from recurrence. Of 
33 patients treated with single doses, only 16 
showed no recurrence after one year. Recurrences 
were more common after the use of this technique 
than after the administration of numerous small 
doses. In some cases of breast cancer, pre-opera- 
tive and postoperative irradiations gave very good 
results. 


PALLIATIVE RESULTS OF RADIOTHERAPY 

The palliative effect of radiotherapy in malignant 
tumors is generally recognized. A primary local 
cure (freedom from symptoms) was obtained by 
palliative treatment in 1,174 of 4,470 cases. An 
absolute palliative result was obtained in 78.3 per 
cent of skin cancers, 69.7 per cent of lip cancers, and 
45.2 per cent of uterine cancers. 

For a correct estimation of palliative results it is 
necessary to deduct the cases in which primary heal- 
ing cannot be definitely achieved, such as those of 
cancer of the larynx and hypopharynx, the cesopha- 
gus, the stomach, the large intestine, the bladder, 
and the cerebrum, and cases of hypernephroma. 

Of 413 cases of sarcoma, a primary cure was ob- 
tained in 24.2 per cent. Of 1,676 cases of carci- 
noma, primary local freedom from symptoms was 
obtained in 20.2 per cent. Primary local healing 
(freedom from symptoms) was obtained by irradia- 
tion treatment alone in 51.5 per cent of 3,354 cases. 
In especially favorable groups the incidence of pri- 
mary cures ranged from 60 to go per cent. About 
one-fifth of the patients with carcinomata that were 
too far advanced for curative treatment were ren- 
dered free from symptoms. About 45 per cent of all 
patients with malignant tumors and about 60 per 
cent of those who finished their treatment showed 
marked improvement in their symptoms. 


THE VALUE AND INDICATIONS OF PALLIATIVE 
TREATMENT 


Palliative results are best in cases of tumors of 
such a type and location that a curative form of 
therapy can be planned—relatively circumscribed 
tumors—and in cases of very advanced uterine can- 
cer. In cases of sarcoma and carcinoma of the 
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mouth, pharynx, vulva, maxilla, thyroid, and pitui- 
tary gland combined palliative and electrocoagula- 
tion therapy may be given. In breast cancer, perma- 
nent cures are rare, but in 64 of 251 cases—the ma- 
jority with local recurrences and regional adenop- 
athy—primary local freedom from symptoms was 
achieved, and in 100 cases there was marked im- 
provement. The palliative effect was greatly in- 
creased by combined radiotherapy and_ internal 
thyroid medication. Radiotherapy is of value in 
breast cancer and is indicated for all cases of malig- 
nant tumors in which reduction of the tumor may 
be expected. When the lesion has only a primary 
location and curative therapy is possible, curative 
therapy should be selected, but when there is ex 
tensive local spreading of the tumor or manifest 
adenopathy, a palliative effect should be sought 
from the outset with circumscribed irradiation of 
manifest tumors. Sterilization of large areas is hope- 
less and dangerous. When no palliative effect is to 
be expected, radiotherapy should not be tried. 
RESULTS IN BENIGN NEOPLASMS 

Irradiation was successful in 1,187 cases of skin 
warts; in 19 it failed to effect a cure. In cases of 
multiple warts and tylosis and other papillomatous 
formations the internal use of 1 mgm. of magnesium 
sulphate in very dilute solution three times a day for 
from two to three months was very successful. Flat 
radium applicators, suitably filtered, were used for 
skin angiomata. ‘The dose should not be repeated 
until a distinct cessation of healing is noted. When 
this rule is observed a cure may be obtained without 
scarring. Many cavernous angiomata have been 
cured by a single treatment. Of 118 superficial 
cavernous haemangiomata, 70 per cent showed a 
‘‘cosmetic cure” and the others marked improve 
ment without atrophy. Larger doses and repeated 
treatment result in inflammatory skin reactions. Of 
59 deep cavernous hemangiomata, 45 were treated 
expectantly. In 28 of the latter a cosmetic cure was 
obtained, and in the others there was marked im- 
provement. In cases of capillary hemangiomata, 
cosmetically satisfactory results were obtained only 
when the lesions were small. 

Of 57 patients with pronounced exophthalmic 
goiter, 30 were completely cured, 13 per cent were 
greatly benefited, 5 were benefited but not rendered 
able to work, 5 were not benefited, 3 developed a re- 
currence, and 1 died. Roentgen therapy inhibits 
thyroid secretion within one or two months with 
improvement in the subjective symptoms and a 
slowly progressive curative effect. When radio 
therapy is given properly, the danger is slight, but in 
some cases, especially after roentgen therapy or a 
later operation, there is a possibility of secondary 
hypothyroidism. Surgical treatment seems prefer- 
able to radiotherapy because of its more rapid and, 
in severe cases, more certain though mutilating 
effects, but radiotherapy has certain indications 
because of its less destructive action. 

Louis NEUWELT, M.D. 
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Pariseau, L. E.: Diathermy. Canadian M. Ass. J., 
1929, Xx, 146. 

The author states that the path followed by high 
frequency currents is similar to that which would be 
followed by unidirectional or low frequency currents. 
The skin effect seems to be negligible. Superficial 
hot spots and edge effects may be avoided by proper 
application of the electrodes. ‘‘Maximum heat at 
the center” is a misleading slogan. In a homogene- 
ous unobstructed and unconstricted electrical field 
the greatest heating effect is always to be found near 
the electrodes. In obstructed fields internal hot 
spots are possible. ‘The blood stream tends to 
nullify the deeper local effects of diathermy currents. 

GERTRUDE BEARD. 


Lynham, J. E. A.: Clinical Remarks on Radiation 
Treatment. Proc. Roy. Soc. Med., Lond., 1929, 
xxii, 447. 

This article is a brief review of the therapeutic 
application of irradiation, including the use of ultra- 
violet light, roentgen rays, and radium. 

With regard to the ultraviolet light, the author 
states that although the exact biological mechanism 
by which its cures are accomplished are as yet not 
entirely understood, some of the principal factors 
have been ascertained, the technique has been 
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mastered, the effects are sure, and the results so 
satisfactory that the treatment is now thoroughly 
established and recognized as indicated in rickets, 
lupus, surgical tuberculosis, obscure debility, and 
numerous other conditions. 

The great complexity of roentgen-ray treatment 
is attested by the voluminous literature. The action 
of these rays in the various conditions in which they 
are used is still imperfectly understood and many 
discrepancies exist between theory and practice. 
While the numerous contributions made by phy- 
sicists, physiologists, and biologists have led to 
accuracy of measurement, exactness in dosage, 
facility in therapeutic routine, and clearness of 
thought as to the objectives and technique, many 
problems remain to be solved. ‘The author cites a 
number of experimental studies which have a bear- 
ing on the application of irradiation. Clinical ob- 
servations for which no adequate explanations are 
available and others suggesting the advisability of 
changing the usual technique are recorded. 

In the use of radium in the form of radon needles, 
experience has shown that smaller doses have a 
better effect than large ones. Attention is called by 
the author to the value of combined methods of 
treatment and of continuous biological reaction as 
produced by the saturation method of Phaler. Many 
other points of practical importance are given brief 
consideration. Apoveu Hartunec, M.D. 
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CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Wright, I. S.: Bilateral Gangrene of the Feet Fol- 
lowing Tonsillectomy. Am. J. Dis. Child., 1920, 
XXXVII1, 121. 

The author reports a case of tonsillectomy with 
three unusual sequela: (1) a markedly septic course 
with the development of a heart murmur, (2) bloody 
stools, and (3) gangrenous areas on both feet, in- 
volving the toes. The complications were followed 
by clinical recovery except for a residual systolic 
cardiac murmur and the loss of one toe. 

The patient was a girl two years old. Physical 
examination revealed nothing abnormal except hy- 
pertrophied tonsils and adenoids. The operation was 
simple, and the patient was sent home the next day. 
The following day her temperature rose to ror de- 
grees F. and for eight days ran a septic course. 
Beginning on the sixth day after the operation and 
continuing for four days, the patient passed large 
amounts of bright red blood with every stool. 

Seventeen days after the operation the third toe on 
the right foot was black, the fourth toe on the left 
foot was a dull red, and there was a purple spot over 
the left malleolus. The heart action then became 
very rapid and a rough first sound was noted. 

Gangrene of the toes resulted. The gangrene was 
dry in type. When the gangrenous areas were in- 
cised, the contained fluids were found positive for 
streptococcus hemolyticus. Twenty-five days after 
the operation there was a terminal gangrene of the 
second, third, and fourth toes of the right foot and 
of the fourth toe of the left foot with a moderate 
cellulitis of both legs and ankles. The gangrenous 
spots slowly cleared up, except for the end of the 
third toe of the right foot, which became dry and 
partly fell off, the two distal phalanges being lost. 

There are three possible explanations of these phe- 
nomena. The first is that the tonsillectomy was not 
the exciting factor; the second, that the tonsillar 
fossx gave rise to showers of bacterial emboli; and 
the third, that the heart valves were secondary foci 
of infection from which bacterial emboli were dis- 
tributed. 

The first explanation seems untenable as the symp- 
toms began immediately after the operation, there 
were no symptoms premonitory of the postoperative 
syndrome before the operation, and no other possible 
exciting cause was ever found. 

The theory that bacterial emboli were distributed 
to the endarterioles of the affected areas, namely, the 
endarterioles of the mesenteric vessels and those sup- 
plying the feet, is supported by the fact that the 
slough remained in the left tonsillar fossa until the 
twenty-second day. However, it is difficult to trace 


a path through the blood stream by which emboli 
could travel from the tonsillar fossa to the mesenteric 
vessels without being caught in the lungs or liver. 
It seems possible that the tonsillectomy favored 
the development of an acute vegetative endocarditis, 
and that bacterial emboli were thrown off into the 
circulation and reached the endarterioles of the 
mesenteric vessels and the affected areas of the feet. 
There were apparently three sets of embolic show- 
ers: (1) to the mesenteric vessels on the third day, 
(2) to the vessels of the feet on the fourteenth day, 
and (3) to the vessels of the feet on the twenty- 
second day. Howarp A. McKnicut, M.D. 


Cherry, T.: The Tubercle Bacillus and Cancer in 
Mice. Med. J. Australia, 1929, i, 160. 


Cherry reports experiments on mice in which 
tubercle bacilli were inoculated beneath the cuticle. 
Two series of experiments were carried out. In the 
first series, mice fed on raw milk were used. Fifty- 
one were inoculated and 51 employed as controls. 
In the second series, mice fed on boiled milk were 
used, 45 being inoculated and too employed as 
controls. 

The incidence of tumors in the stock of mice used 
was 6 per cent. After the inoculation it rose to 55 
per cent in males and to 71 per cent in females. 
About one-third of the tumors were mesoblastic and 
two-thirds were epithelial. 

In range of type and situation this series of neo 
plasms differed from those previously reported. 
Some of those arising in the thyroid, pylorus, colon, 
pancreas, prostate, and bladder have not been ob- 
served in mice heretofore. 

The mice exhibited also an associated syndrome 
of lymphoid changes. The relation of this syndrome 
to leukemia, pseudoleukemia, and lymphosarcoma, 
and its etiology are discussed. 

The occurrence of tuberculomata, the findings of 
acid-fast bacilli in 10 per cent of the mice, and the 
lymphocytic character of the associated lesions are 
believed by the author to indicate that the bacilli 
had established themselves in the tissues. Cherry 
concludes also that the findings of the investigation 
afford presumptive evidence that the tubercle 
bacillus was the indirect but essential agent in the 
promotion of neoplastic growth in these mice. 

FRANK B. Berry, M.D. 


Hutton, A. J., and Young, A.: Chordoma. A Re- 
port of Two Cases: A Malignant Sacrococcygeal 
Chordoma and a Chordoma of the Dorsal 
Spine. Surg., Gynec. & Obst., 1929, xlviii, 333. 


Eighty cases of chordoma have been reported in 
the literature. One of the two cases reported by the 
authors was the first case in which the dorsal spine 
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was involved. Chordomata are of slow growth. 
Although they may be large and are generally defi- 
nitely malignant, they usually do not lead to an 
early fatal issue. 

The chordoma was first described by Luschka in 
1856, but Mueller, in 1858, was the first to claim 
that it is of notochordal origin. The name ‘‘chor- 
doma”’ was first suggested by Ribbert in 1894. 

Stewart’s comprehensive description of the tumor 
was as follows: 

‘‘Chordoma is a tumor arising from relics of the 
notochord, and is met with chiefly in the neighbor- 
hood of the spheno-occipital synchondrosis and in 
the sacrococcygeal region. 

“Both simple and malignant forms occur, the lat- 
ter being much the more common. Even the malig- 
nant varieties are usually of slow growth and long- 
continued course, especially those occurring in the 
sacrococcygeal region. They tend to recur after re- 
moval, and cause death chiefly by their local effect, 
dissemination being quite exceptional. 

“Intracranial clivus tumors, by virture of their 
position, are much more serious than the sacro- 
coccygeal, their average duration, from the onset of 
symptoms, being about two years, as compared with 
nine years in the latter group. 

“The histological characters are distinct. The tu- 
mor is alveolar in structure, and the parenchyma, 
usually of-epithelial type, is composed of cells which 
become the seat of mucoid degeneration at a very 
carly stage of their development. The mucoid 
change ultimately progresses to an extreme degree, 
and is comparable to that seen in the nucleus pul- 
posus of an intervertebral disk. In malignant cases, 
the nuclei show great variation in size and in depth of 
staining, and nuclear vacuolation may be present.” 

Jacos M. Mora, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 
Fleming, A.: Lysozyme. Lancet, 1929, ccxvi, 217. 

Lysozyme is a ferment-like substance isolated by 
the author which has the power of killing and dis- 
solving bacteria. While it has a destructive effect 
on many pathogenic bacteria, its extraordinary 
bacteriolytic action is most evident on bacteria 
which are non-pathogenic. In its action on dead 
bacteria in old cultures it differs markedly from the 
bacteriophage, which shows a lytic effect only on 
young, rapidly growing cultures. The lytic sub- 
stance is rapidly diffused through a medium such 
as the ordinary agar which is used for the culture of 
bacteria. 

Lysozyme was found by the author in all human 
tissues examined and in all human secretions except 
normal urine, sweat, and cerebrospinal fluid. Carti- 
lage has the strongest concentration. The concen- 
tration is high also in tears and leucocytes. 

In the tissues of the rabbit and guinea pig the 
content of lysozyme is very much less than in man. 
The content of the ferment in the tissues of the dog is 
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midway between that of the rabbit and guinea pig 
and that of man. The white of the hen’s egg shows 
a high concentration. Lysozyme is detectable also 
in birds, fish, and garden vegetables. Of the vege- 
tables, the turnip shows an especially high content. 

In observations on the action of lysozyme on 
various micro-organisms, Fleming found that bac- 
teria showing the least lysis are the bacillus coli 
group, whereas those most susceptible are the in- 
testinal streptococci. 

In its pure form, lysozyme is an amorphous light 
yellow substance easily soluble in water. Approxi- 
mately 3 mgm. can be obtained from a good-sized 
hen’s egg. It acts best in a neutral medium. It is 
thermolabile and is filterable on prolonged filtra- 
tion. It causes lysis most rapidly when the salt con- 
tent of the medium is about 0.5 per cent. Alcohol 
and acetone precipitate lysozyme but do not 
destroy it. Egg white has been found to retain its 
activity after it has remained in these fluids for a 
year. 

When micro-organisms are grown in gradually 
increasing concentrations of lysozyme-containing 
material such as egg white, they may acquire a re- 
sistance to the ferment. This fact seems to show 
how a non-pathogenic or only slightly pathogenic 
microbe may increase its virulence. 

The bactericidal power of lysozyme has been 
found to be increased after the solution of large 
numbers of bacteria. 

The wide distribution of lysozyme suggests that 
the ferment is of great importance in protecting 
against bacterial invasion. It is present in regions 
which are deficient in other protective mechanisms. 

Jacos M. Mora, M.D. 


Manoussakis, E.: Transfusion or Injection of Blood 
from Subjects Vaccinated Against the Strepto- 
coccus in the Treatment of Severe Streptococ- 
cic Infection (La transfusion ou l’injection du sang 
provenant des sujets vaccinés contre la strepto- 
coccie dans le traitement de l’infection streptococ- 
cique grave). Bull. ct mém. Soc. méd. d. hép. de 
Par., 1928, xliv, 1412. 

The results of specific serotherapy applied to the 
treatment of severe streptococcic infection (strepto- 
coccic septicemia, streptococcic meningitis) are in- 
constant. This fact has been attributed to the di- 
versity of strains of streptococci. However poly- 
valent an antigen may be, it may lack certain strains. 
Morever it has been held that the streptococcus, to 
whatever strain it belongs, is a mediocre antigen not 
often capable of provoking a sufficient reaction in 
the animal or human subject receiving the injection. 
In order to study the general reactivity toward the 
streptococcic toxin, the author used the following 
technique: 

The toxin was prepared by cultivating the strepto- 
cocci on human serum diluted 10 times in physiologi- 
cal serum. After twenty-four hours in the incubator 
the cultures were filtered, and after tests of its ste- 
rility the toxin was titrated. The maximum dilution 
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which, when injected into the skin in a dose of 0.2 
c.cm., would give a distinct dermal reaction was de- 
termined. A dose 100 times greater was injected 
under the skin in several subjects and in several 
regions. The vaccinating injections were repeated 
every fifteen days, and each time a part of the toxin 
was injected into the skin to follow the progress of 
the immunity. The subject was considered vacci- 
nated when there was only an insignificant or no 
intradermal reaction to the toxin and the subject’s 
serum neutralized the effect of the toxin. 

Similar investigations were undertaken with poly- 
valent toxins, and in a certain number of cases a 
polyvalent bacterial vaccine was combined with the 
toxinic vaccine. 

In the large majority of the subjects it was very 
difficult to obtain immunity. One subject who had 
had three streptococcic infections in the form of 
erysipelas could not be immunized. A few subjects, 
however, were perfectly immunized by the vaccina- 
tions. Immunity was obtained after from sixty to 
ninety days. 

Immunization having been found possible, the 
author used the serum or blood of the immunized 
subjects in transfusions or injections in the treat- 
ment of streptococcic infection. The results ob- 


tained with this method in four cases have been en- 
couraging. In the first case the condition was ery- 
sipelas of the face; in the second, meningitis due to 
the haemolytic streptococcus; in the third, a strepto- 
coccic septicemia coming on thirty-two days after 
the beginning of acute otitis; and in the fourth, 
streptococcic septicaemia consecutive to mastoiditis 
complicated by thrombophlebitis of the lateral sinus 
and internal jugular vein. 

There are two serious difficulties to the procedure: 
viz., the finding of a sufficient number of volunteers 
to undergo the progressive vaccination and the find- 
ing of the donors again at the proper time. Pacer. 


Chitty, H.: Treatment of Actinomycosis. Bril. M. 
J., 1929, 1, 347. 


The author has noted that various iodized fats 
seem to exert a specific action on actinomycosis. He 
reported eight cases in which a complete cure was 
obtained by the administration of iodine in milk, 
and cites two cases of actinomycosis of the lung 
reported by Preston in which marked improvement 
resulted after the intratracheal injection of lipiodol 
for diagnostic purposes and a cure was effected 
later with iodine and milk. 

GrorGcE A, Cotcett, M.D. 
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A case of cleidocranial dysostosis. A. Lféri and J. A. 
Litvre. Bull. et mém. Soc. méd. d. hp. de Par., 1928, 
xliv, 1739. 

Roentgenology of the temporal bone and the bitemporal 
picture of the skull, with particular reference to the clinical 
application. H, W. Srenvers. 1928: Berlin, Springer. 

Sinus thrombosis with positive blood cultures. H. Hays. 
Med. J. & Rec., 1929, cxxix, 259. 

Carcinoma of the orbit and ethmoid removed by surgical 
diathermy. M. C.Myerson. Laryngoscope, 1929, xxxix, 
185. 
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Traumatic facial paralysis and its surgical treatment by 
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The operative treatment of prognathism on cephalo- 
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treated by Morestin’s operation, partial resection of the 
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Marked epiblepharon with retroflexion of - eyelashes 
of both lower lids in an adult Mongolian, A. PILiat. 
Arch. Ophth., 1929, i, 315. 
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